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Simpler Methods 
of 
Bedpan Care 


Modern bedpan apparatus makes 
the handling of patients’ bedpans and 
urinals so nearly automatic that vol- 
unteer help and lay assistants in the 
hospital can take over this work and 
thereby relieve to that extent at least, 
the already overburdened nursing 
staff. 

With the efficient equipment illus- 
trated here, bedpans and urinals are 
emptied, washed and sterilized in one 
procedure by a quick, orderly, sanitary 
routine, which eliminates hand work 
and insures thorough cleansing of 
bedpans and urinals. 

The locking handle on the sterilizer 
door is released with one hand, bring- 
ing the holding rack into horizontal 
position to receive the bedpan. The 
bedpan (or urinal) is placed in the 
holding rack and, as the door is 
closed, the holding rack tips the bed- 
pan or urinal well beyond the per- 
pendicular, completely emptying con- 
tents directly into the waste trap. 
Simultaneously, the attendant opens 
the flush valve which releases two 
forceful cold water sprays that thor- 
oughly wash all surfaces of the bed- 
pan. 

Additional cleansing and steriliza- 
tion is secured by opening the steam 
supply valve to the sterilizer after com- 
pleting the washing process. 
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FINE ARTERY FOR¢ 
Gor All Purposes 


ALL TYPES—FINEST QUALI TY--BOX LOCK 


The more generally used artery ‘orceps shown on this page 
are representative of our large and varied stocks of the finest 
domestic patterns available. A!) have ~or’ se locks, are care- 
fully constructed and finished to o\¥: iong and satisfac- 








tory service—and at most reason prices. Immediate 
delivery. 
STAINLESS STE*. FORCEPS 
Dozen 
GO-496 ‘Malsteod, straight, 5” .....:.....<......:..-..e $37.80 
GO-498 Halstead, curved, 9"... oo... cece eeeeeeee 37.80 
GO-520 Kelly, fight FR sc ca ca ptm ee eaten 37.80 
GO-522 Kelly, light MS Ob) 2525. A 37.80 
GO-548 Pean, straight, 64"... 44.40 
GO-584 Ochen straight, 6%”, 1 x 2 teeth.............. 45.60 
GO-586 Ochswer, straight, 7%”, 1 x 2 teeth.............. 49.80 
GO-596R Ko ‘aight, 5/2”, 1 x 2 teeth................ 44.40 
GO-S34 Rankin, straight, 614" ................... cee 44.40 
CO-646 Crile, straight, 5 1/2” .................2....-ccsccceseeceeeee 37.80 
Pa aO Srtle; Curved; 5 Ve”... -c-:.2-2..0.-20ccsccesecsaccecsaceely 37.80 
CHROME PLATED FORCEPS Dozen 
GO-480 Halstead, straight, 5”.........020000 0. $28.80 
GO-484 Halstead, curved, 57 ......00........oe eee ee cece eeeeee eee 28.80 
GO-512 Kelly, light, straight, 51/2” ............2..0000000002.... 28.80 
GO-514 Kelly, light, curved, 52”............0000...2.cceeee ee 28.80 
GO-524 Pean, straight, 61/4” oo... cece eens 33.60. 
GO-530 Pean, curved, 61%” scans Wetter et AE 33.60 
GO-560 Ochsner, straight, 6%”, 1 x 2 teeth.............. 34.20 
GO-562 Ochsner, straight, 7%”, 1 x 2 teeth.............. 40.80 
GO-630 Rankin, straight, 64” 33.60 





In less than dozen lots prices slightly higher. 


Order Now—Immediate Delivery 









SURGEONS? INSTRUMENTS [since/ HOSPITAL SUPPLIES & EQUIPMENT 


OGDEN AVE ~ VAN SURIN and HONORE STREETS 
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HOSPITAL ASSOCIATION MEETINGS 


»erican Hospital Association Mid-Year Con- 
—February 9-10; Chicago (Drake Hotel). 


Regional Association Meetings 
Carolinas-Virginias— April 25-27; Greenville, 
S. C. 
New England Assembly—March 12-14; Boston 
(Hotel Statler). 
Southeastern—April 4-5; Memphis. 
Tri-State Assembly—May 2-4. ; 


State Association Meetings 


Arizona—February 23-24. 

Arkansas—May 28. 

California—March 27-28. 

Florida—May 21-22. 

Georgia—April 4-5. 

Illinois—May 3. 

Indiana—May 2-4. 

Iowa—April 16-18. 

Kentucky — April 26-27; Louisville (Brown 
Hotel). 

Lousiana—April 10. 

Michigan—May 2-4. 

Minnesota—May 3-6. 

New Hampshire—March 14; Boston (Hotel 
Statler). 

New York—June 11-12-13; New York City 
(Hotel Pennsylvania). 

North Carolina—April 25-27. 

North Dakota—May 9-10. 

Ohio—March 20-22; Columbus (Neil House). 

Oregon—March 30. 

Pennsylvania—April 18-20; Philadelphia (Belle- 
vue Stratford Hotel). 

South Carolina—April 25-27; Greenville. 

Tennessee—April 9. 

Texas—April 12-13; Galveston (Galvez Hotel). 

Virginia—April 25-27. 

Washington—April 4. 

Wisconsin—Mid-Winter Conference—January 
18; Milwaukee (Hotel Schroeder). 


OTHER MEETINGS OF INTEREST 


National Association of Hospitals and Homes 
—February 15-16; St. Louis (Hotel Jefferson). 
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Two NURSES’ UNIFORM 
UNITS in use at Deaconess 
Hospital, Cincinnati, Ohio. 


= hand finishing is needed 

after nurses’ uniforms have been 

machine-pressed on the American 

NURSES’ UNIFORM UNIT. In fact, many users of the unit 

merely fold uniforms after pressing. Result ... Fewer hand finishers 

are needed... Production per operator hour goes up... Ironing 
costs come way down. 


Machine-ironing of uniforms improves quality, too. Less hand fin- 
ishing means less mussing of the garment by excessive handling. 
Uniforms retain the trim, smartly ironed appearance “set” into them 
by presses. 


Include The American NURSES’ UNIFORM UNIT in your plans 
for modernization. We shall be glad to give you all possible assist- 
ance now, in connection with projects in the planning stage. 


CINCINNATI PLANT 


Che AMERICAN LAUNDRY MACHINERY COMPANY 
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M. Burneice Larson, Director 
& 


In wartime, not many are able to 
plan ahead. A sudden induction, 
the shifting of whole families from 
one essential industry center to an- 
other—these make day-to-day liv- 
ing a necessary thing. 


But there are some to whom the 
war can bring no further changes. 
The men returning quietly to civil- 
ian life with medical releases. The 
women who have replaced the blue 
stars in their windows with stars of 
gold. War has done with these, for 
to them it can do no more. 


Yet these very men and women are 
vitally needed by their fellowmen 
today. There are positions of re- 
sponsibility in every hospital re- 
quiring appointees who are reason- 
ably certain that they can serve for 
an indefinite period. They afford 
attractive incomes — and more im- 
portant — an opportunity to con- 
tribute to the nation’s physical 
well-being at a time when such 
well-being is crucial. 


If you are free to accept an ap- 
pointment in a hospital please write 
us at once. Our roster of available 
opportunities include openings for 
administrators, physicians, nurses, 
medical technologists, x-ray techni- 
cians, dietitians, chemists, business 
and maintenance personnel. These 
openings are in hospitals all over 
the country. Correspondence is 
conducted on a confidential basis. 


M. BURNEICE LARSON 


Director 
The Medical Bureau 
PALMOLIVE BUILDING 
CHICAGO 11 
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EASON’S GREETINGS and best wishes 

for the New Year. 

The past year has been a trying 
one to all administrators, trusteés 
and hospital personnel. However, 
we can be proud of the fact that 
we have kept 
our hospitals 
running to 
full capacity 
in spite of all 
the vicissi- 
tudes we have 
had to en- 
dure. We will 
all face the 
New Year 
with the de- 
termination 
to carry on, hoping that the near 
future will bring not only victory to 
our armed forces, but the opportu- 
nity for all of us to institute in our 
hospitals many of the lessons we 
have learned as the result of our 
trials and tribulations of the past 
few years. We have learned many 
things in many ways. The old 
phrase “‘it can’t be done” has been 
changed to “it will be done” — and 
it has been done. The public has 
appreciated everything the hospi- 
tals have done in its behalf and its 
interest will continue in the future. 
We are most grateful for such loyal 
support and cooperation. 

As I look backward over the past 
year and think of the days when it 
was doubtful if our laundry could 
operate because of lack of workers, 
or if our dietary department could 
serve a hot meal to patients, or if 
we could keep steam up in our 
boilers, I cannot help but feel how 
helpless we would have been if we 
didn’t have the loyal group of de- 
partment heads who just wouldn’t 
be licked, and the services of volun- 
teers who were determined that all 
our services must function so that 





the care of patients would not be 
jeopardized. 

Our experience was no different 
than that of every other hospital 
in this country. Department heads, 
personnel, nurses, doctors and vol- 
unteers in all departments have 
worked unceasingly and unselfishly. 
Their only reward is the knowledge 
that their efforts are appreciated by 
the citizens of the community, as 
well as those who are away in the 
service of their country. 


xk*wk 
Lima, Peru, December 10 


Here I am in Lima, Peru — the 
City of Kings, and one of the finest 
cities I have ever been in. I left 
Miami on December 1 and flew by 
Pan American Airways to Balboa 
via Camaguey, Cuba, and Kings- 
ton, Jamaica. This was my first 
plane flight since the last war, and 
I must confess I was a little appre- 
hensive. 

General Dunham of the Pan 
American Sanitary Bureau was on 
the plane. We were met at the air- 
port by several of the North Ameri- 
can contingent and proceeded to 
the Gran Hotel Bolivar, where I 
have been since I arrived. 

The second regional institute on 
hospital administration conducted 
by the Inter-American Association 
got underway on December 3 with 
a record enrollment of 250 people, 
who came to Lima from 18 of the 
Latin American republics. One 
hundred and thirty-five additional 
applications were refused on ac- 
count of lack of accommodations. 

Words cannot express the en- 
thusiasm of delegates. Meetings are 
held daily — morning, afternoon 
and evening — at the Hospital 
Obrero. The program has been 
exceptionally well prepared, and 
those of us who speak in English 
are heard by the audience through 


HOSPITALS 





a 






















Reap SERPS Re Tae ey 







ee ge ere 


SERRE 


eatiek 







TE! eon AS TPR RE ETRE TT argh RET 


Se ae 
LOE RR 
: 2k i 


= 


S 


=) 
ee, 


RESEARCH ...TO ESTABLISH A FINE BALANCE 


—~ 
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The surgeon who sutures with a Curity Cat- 
gut strand, gives the wound the best possible 
assurance of uneventful healing. Curity 
Catgut is a suture of balanced quality, offer- 
ing every essential characteristic in direct 
proportion to its importance, with no one 


‘quality developed at the expense of another. 


Sterility, a first essential, is secured by 
processing the sutures at a temperature and 
for a period sufficient to destroy the most 
heat-resistant bacteria and spores. This 
sterilization cycle is carefully controlled so as 
to preserve maximum strength of the strand. 


With equal care, superior performance is 





A product of 
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Division of The Kendall Company, Chicago 16 


OF NECESSARY CHARACTERISTICS 














Balanced Quality Makes This a Better Suture 


insured by maintaining the balance of the 
other qualities necessary to a suture: uni- 
form and dependable absorption . . . mini- 
mal tissue irritation . . . gauge uniformity .. . 
controlled strand surfacing that prevents 
abrading and facilitates secure knots... 
adequate tensile strength... inherent 
pliability. 


High standards for catgut! But Curity 
Suture Laboratories have met them, sur- 
passed them with a suture of superior quali- 
ties, and offer you these qualities in balance 
—for greater security of operative results 
in your hospital today — and every day. 
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Beautiful, dignified, 
permanent. Nothing to 
compare with “Hollister 
Quality” copyrighted birth 
certificates. Produced by 
offset lithography on Hurl- 
but Diploma Parchment— 
all new white rag content. 
Sent to you each enclosed 
flat in envelope to match. 


Baby’s footprints and mother’s 


thumbprints on our certificates 
remain as proof of identity for life. 


Long-Reach 
Seal Presses 


A good imprint of official seal of 
hospital on gold wafer attached to 
certificate, adds authority. 


Duplex 
Certificate Frames 


Hollister birth certificates, when 
framed and hanging in home and 
hospital, are productive publicity. 


and illustrated booklet 
sent upon request. 


[ Sample birth certificates 


Franklin C. Hollister 
Company 


538 West Roscoe Street 
CHICAGO 13 











ear phones, in Spanish. This is 
made possible by the international 
translator. It has worked perfectly. 
The enthusiasm shown by all dele- 
gates for the papers by those from 
the U. S. A. is indicative of the 
wonderful feeling of friendship 
which I sincerely believe will re- 
main in effect for years to come. 
They crave knowledge. They wel- 
come our help, which we seem to 
be able to give them. At the eve- 
ning round tables we receive 250 
written questions on everything 
under the sun. Buerki, Hamilton, 
MacEachern, Munger and I have 
been bombarded with questions. 
The round tables are extremely 
popular and attendance is 100 per 
cent. 

We have been royally entertained 
by the President of Peru, the vari- 
ous embassies, and citizens. Dr. Al- 
menara, superintendent of the Hos- 
pital Obrero, has done a wonderful 
job with all local arrangements. He 
is one of the finest men I have ever 
met. He is still talking about his 
recent visit to America and particu- 
iarly of the A.H.A. meeting in 
Cleveland. Felix Lamela also de- 
serves a lot of.credit, as his untiring 
efforts have certainly borne fruit. 


He, as well as every South Ameri- . 


can I have met here, is greatly 
pleased with his appointment to 
the Council on International Rela- 
tions. 

I cannot describe in detail all 
the fine hospitals, clinics, public 
buildings, parks and museums that 
I have seen in my few spare mo- 
ments. Certainly more than one 
article should be written by some 
or all of the North American Dele- 
gation. I must say this, however, 
that the new Hospital Obrero is 
the finest hospital I have ever been 
in. I doubt if there is one in the 
U.S.A. which would compare with 
it. It is for workers who become ill, 
and is part of the national security 
system of Peru. 

After what we administrators 
have gone through in our hospitals 
for the last two years, we are dumb- 
founded by the abundance of all 
types of help, the absence of ration- 
ing and the-low cost of food. If we 
could only bring home some work- 
ers with us! Nursing is still in its 
infancy, and they are just begin- 
ning training schools on a large 
scale. 

We have seen many other beauti- 


ful, well kept hospitals and clinics. 
Several are operated by public sub- 
scription somewhat similar to our 
Blue Cross. Others are privately 
owned. They are all full. 

The world is certainly a small 
place. I have met several people 
here from Philadelphia. Strangest 
of all, I met a neighbor who lives 
directly across the street from me. 

We are all well and I am sure 
that we will all have much to con- 
tribute when we get settled after 
we return. I am very proud of the 
standing that the A.H.A. has in 
South America, and feel sure that 
the friendships we have made will 
be of lasting value. Our aims are 
all the same. Our methods may be 
different, but the goal we strive for 
can be attained sooner when we of 
the Americas work and think to- 
gether. The success of the Inter- 
American Hospital Association is 
assured. 
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The House of Delegates is on 
record as favoring federal grants- 
in-aid for the construction of hos- 
pitals and health centers on the 
basis of need. 

The Board of Trustees has ap- 
proved the principles which it is 
hoped may be embodied in legisla- 
tion that might be introduced in 
the forthcoming session of Congress. 
This measure would provide for 
state hospital surveys and construc- 
tion of hospitals and health centers 
based on these surveys. 

There is wide divergence of opin- 
ion as to the provisions of compul- 
sory health insurance. Those with 
the most liberal views in regard to 
government participation in a bet- 
ter distribution of medical and hos- 
pital care, and those who feel that 
the maximum in progress can be 
attained by voluntary efforts are 
nevertheless agreed that govern- 
ment should participate in the pro- 
vision of necessary hospital facili- 
ties. 

It is hoped that the exponents of 
the Wagner-Murray-Dingell _ bill, 
and those in the hospital and med- 
ical field opposed to it, may join in 
approval of a careful survey of 
health center and hospital facilities 
needs to be followed by grants for 
construction. 
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HOFFMAN 
SURVEY 


OF YOUR LAUNDRY NEEDS 


"OF NEW EQUIPMENT 
AS SOON AS AVAILABLE 


We can’t pull a modern postwar laundry out of a hat for you—as the magician 
produces his rabbit! But we can start to work with you now on this 3-step 
program that will assure you of an adequate, efficiently planned laundry as 


soon as the equipment is again available. What do you say? Shall we get started? 


U.S. HOFFMAN (3h) 
COMPLETE LAUNDRY EQUIPMENT SERVIGE FOR THE INSTITUTION 
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Tried 


Pi 'geons? 


Positive action in locating 
Staff Members might call 
for carrier pigeons or a 


corps of messengers. 


Those being impractical, 
hospitals use lights, 
phones or public address 
systems. The different sys- 
tems have found favor 


under varying conditions. 


Hospital Research Corpo- 
ration has completed a 
study of experiences with 
intercommunications. 
The results of this study 


will be available on re- 


quest. 


Hospital 
Kesearch 
Corporation 


James C. Downs, Jr., President 


FIRST NATIONAL BANK BLDG. 


CHICAGO 3, ILLINOIS 








Prepare for Disaster- 


Urges A. J. J. ROURKE, M.D. 
Superintendent, Stanford 
University Hospitals 


A hurricane in New England, an 
earthquake in California, a river 
flood in Ohio, a tornado in Texas, 
or a mine accident in Pennsylvania 
are the type of occurrences which 
mean “disaster” to all of us. Such 
disasters mean the immediate mo- 
bilization of hospital facilities and 
medical personnel. 

Today, however, because of our 
three years’ experience since Pearl 
Harbor, we in the hospital field 
must realize that no hospital is far 
enough away from a pending dis- 
aster or epidemic to be unprepared. 
Train wrecks, plane accidents, in- 
dustrial fires or explosions, and epi- 
demics of poliomyelitis have dem- 
onstrated the possibility of such 
happening in communities where 
the facilities of our smallest hos- 
pitals must be used. 

Now, Germany devises a new 
submarine with a breathing tube to 
make longer periods of submersion 
possible. She holds out a threat of 
a new V weapon which may be used 
to attack America. Engineers say 
it is possible. Whether it will be of 
military value, if it occurs, will have 
little effect on your ability to quick- 
ly mobilize your forces and _per- 
sonnel to care for 20 casualties 
needing blood, plasma, treatment 
for burns, splints for fractures and 


immediate use of your operating 


rooms. 

Guesses as to when the war will 
end, and whether parts of this coun- 
try will be submitted to enemy ac- 
tion are much better handled by 
military experts, while our job is 
to prepare, within a_ reasonable 
limit, for possible eventualities. 
Changing methods of travel, shift- 
ing populations and new inventions 
are bringing our country closer to- 
gether, and in so doing increase the 


possibilities of disasters and greate1 
spread of disease. 

Your Association hopes to de- 
velop, during the year, some stand- 
ard recommendation to be used 
as a guide for your prepared- 
ness program. Until then, you are 
urged to keep alive and current 
your own program devised in the 
early days. of the war. 


Chaplain Is Essential 
Believes JOHN G. MARTIN 
Administrator, Hospital of 
St. Barnabas and for Women and 
Children, Newark, N. J. 


The hospital chaplain of today 
is adequately prepared and fully 
equipped to render a service that 
is psychologically sound, medically 
approved and theologically satisfy- 
ing. A set of standards has been 
prepared by the Commission to 
Study Religious Work in Hospitals 
and they indicate the activities that 
are found desirable and effective 
for coordinating the case work of 
the chaplain with the medical treat- 
ment by the physician. 

There is today a broad recogni- 
tion of the relationship that exists 
between sick bodies and sick souls. 
A demonstration of the cooperative 
action of physicians, nurses and 
clergymen has proved the value of 
a ministry to the sick that is scien- 
tific as well as pastoral. Not only 
in church hospitals but also in those 
under community control is there 
a need for the ministrations of 
clergymen specially trained for this 
service, 

The special training is a modern. 
feature of theological seminaries 
and is designed to provide both 
theory and practice in the art of 
ministering to the sick that will fit 
in with the therapeutic procedures 
already in effect. 

Interest in hospital chaplaincies 
has developed so greatly of late that 
guidance is advisable for those who 
aspire to fill this important post. 
The Protestant Hospital Associa- 
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The Simmons Adjustable Overbed Table is one of a number of steel = 
. hospital necessities on which production releases have been granted. 4 


This table is much more than a “convenience” for patients. It is a practical 
hospital accessory that helps to conserve the time and energy of nurses, internes 


and attending physicians by providing finger-tip accessibility to sick-bed supplies. 


End cranks provide quick, convenient adjustment of table to any desired 
height from 31 to 47% inches. Three-section linoleum-covered top has tilting 
center section. Top dimensions, overall: 14 x 48 in. Center section: 14 x 16 in. 


Equipped with rubber casters. Strongly built of pressed steel, finished in walnut. 


mere ER 


18 SPECIALIZED 


per -~. DEPARTMENTS 
| ( » ~~» Surgical Dressings 
ae : : gp Instruments ¢ Sutures 


Needles « Syringes 
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Paper Goods * Lamps 
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Equipment for Surgery 
and Gpenning Room | 
Smallwares and Specialties 





tion’s search for an authority on the 
subject led inevitably to the Rev. 
Otis R. Rice, Ph.D., director of 
religious activities at St. Luke's 


Hospital, New York City. He ac- . 


ceded to the request of the Associa- 
tion and produced “A Handbook 
for Hospital Chaplains” which will 
soon be published under the aus- 
pices of the Association. Announce- 
ment will be made when the book 
comes off the press. 

A conference of hospital chap- 
lains who came from all parts of 
the country was held last September 


in Cleveland and it proved of such 
value that the decision was made 
to continue it as a definite part of 
the Association’s program. 

Every enlightened community is 
desirous of enriching its service to 
the afflicted. The use of chaplains 
in our hospitals is an evidence of 
the intention to offer the best in 
comfort and consolation to those 
who need it most. But chaplains are 
pressed into service in several addi- 
tional ways. They may exercise a 
pastoral relationship with the stu- 
dents in a school of nursing and 
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BONE SAW 


Saves Time in Surgery 


Prominent surgeons and leading hospi- 
tals have been finding the Luck Bone 
Saw a time and labor-saver in this day 
of overworked medical staffs. 

Its high speed makes possible the use 
of very small diameter slotting burrs. 
The lower speed, at the opposite end, 
is ideal for inserting Steinman Pins and 
Kirschner Wires, as well as for saw- 
ing bone and drilling. Variable speed is 
obtained by foot-controlled rheostat. 
Complete motor unit and cord can be 
sterilized in autoclave. 


A special shaped burr is used for curreting and 

saucerizing a chronic osteomyelitic focus. The 

same burr may be similarly employed in curret- 
ing bone cysts or benign giant cell tumors. 


Used with twin circular saws. They rotate up to 
approximately 2000 R. P.M. Have great power. 
Do not jam or burn the bone. Second blade read- 
ily removed when only single blade is desired. 


Used with cutting burr in osteoplastic proce- 

dures on smaller bones. Here a graft is being 

cut for fusion of metatarso-cunieform joint. The 
cutting burr has a multitude of uses. 


The Luck Bone Saw is shown here in use with 

a slotting burr for transverse end cuts during 

removal of bone grafts. Longitudinal cuts have 
previously been made with circular saws. 


The Luck Bone 

Saw in fitted case 

with complete 
equipment. 
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with employees who may seek their 
counsel. They are sometimes 
charged with the responsibility for 
the hospital’s public relations. 

In some hospitals there are several 
chaplains ministering to Catholic; 
Protestant and Hebrew patients in 
accordance with their preferences. 
The social service department finds 
in the chaplain an understanding 
ally and a strong support in service 
to the medically indigent. 

The secretary of the Protestant 
Hospital Association, Albert G. 
Hahn, administrator of the Protes- 
tant Deaconess Hospital, Evansville, 
Ind., will be glad to supply infor- 
mation to those interested in estab- 
lishing hospital chaplaincies. 


Limit Those Flowers 


Says GWENDOLINE SHAW, R.N., 
Superintendent, Robert W. Shingle, Jr., 
Memorial Hospital, Hoolehua, 

Molokai, Hawaii 


I would like to add a few words 
to the controversial subject of 
flowers in patients’ rooms. 

Ruby Wright Terrill, R. N. tells 
in “Opinions” in the October issue 
of Hospirats of a patient who re- 
ceived so many flowers. Being a 
passionate lover of flowers myself, 
I love to have them where I can 
see them. There is no question 
however that “them as has gits.” 
Usually the wealthier the patient, 
the more the flowers. 

A printed notice near the Hos- 
pital admission desk and in the 
rooms stating that superfluous 
flowers—say, anything over two 
bouquets—will be placed in pa- 
tients’ rooms which have none, 
also a statement asking that no 
flowers be sent operative patients 
till after the third day, together 
with a list of alternative gifts in 
the way of powder, soap, cologne 
or a book, should meet the situa- 
tion and keep everybody happy. 

A vase of flowers often does as 
much for a patient as fluffing a 
pillow or a back rub, and I for 
one feel they have a very real part 
in keeping up a patient’s morale. 

This department of HOSPITALS is 
open to members of the Association and 
others who have a valid interest in the 
field of hospital administration. All such 
readers are invited to contribute opinions 
on timely subjects. There are no prohib- 
itory rules, other than those dictated by 
good taste, space limitations and the ne- 
cessity of publishing material of general 


interest. 
THE Epirors. 
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Wherever 
FASTER and SAFER 
Service is Indicated- 


In these days of shortages in help and equip- 
ment, it’s well to remember that hospitals 
can streamline and speed up their food 
service—with Lily-Tulip paper Cups and 
food Containers. Lily-Tulip paper service is 
available to hospitals without difficulty. You 
are privileged to extend your AA-1 priori- 
ties. And though supplies are occasionally 
short in some localities, Lily-Tulip products 
can be delivered on your priority rating. 


There is a size and style of Lily-Tulip Cup 
or Container for every hospital need—Lily 
Cups for orange juice or other such drinks 
—Lily-Tulip Containers for hot or cold 
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foods—food portion cups that permit ac- 
curate measuring and preparation of side 
dishes in advance of rush mealtime—dis- 
posable cups for medicines—straws for 
sipping drinks—Lily-Tulip products for 
nearly every hospital purpose! 


Modern Lily-Tulip Cups and Containers 
are attractive, appetizing—as dainty and 
obviously clean as they are sturdy. Their 
use eliminates much dishwashing with its 
labor and equipment costs—banishes dish 
clatter and breakage with its nerve-strain 
and money loss. They streamline and speed 
service—and your patients know they are 
protected against saliva-borne infections. 
LILY-TULIP CUP CORPORATION, 122 
E. 42nd St., New York 17, N. Y¥Y.—1325 
St. Louis Ave., Kansas City 7, Mo.—3050 E. 
11th St., Los Angeles 23, Cal. 


_ LILY =~TULIP 


PAPER CUPS ann FOOD CONTAINERS 
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Serie From "Headquarters 





OLLOWING Is a selection of the 

many inquiries for information 
that come regularly to Association 
headquarters. Requests that cannot 
be accommodated in this space are 
answered by mail. All members are 
invited thus to call on the head- 
quarters staff for service. 


“Will you be so kind as to furnish us 
with information on the standard ratio of 
obstetrical beds to general hospital beds 


in hospitals of 50 to 100, 100 to goo, and 
goo to 500 beds? 

“This information is needed for a study 
of hospital facilities in this community.” 


Comment: Insofar as we can as- 
certain there is no fixed percentage 
of obstetrical facilities that can be 
rigidly followed. This ratio will 
vary in almost every community 
due to the hospital demands and 
character of each community. One 
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Hillyard Floor Treatment, Maintenance Products and Sanitation Supplies 
have been used in many of the country’s finest hospitals for almost half 
a century and the increasing demand for them is proof enough of their 


quality and excellence. 


Back of the extra value and quality of its products Hillyards maintain 
a Nation-wide service of Floor Treatment Engineers, there is one in your 
locality ... and his advice is freely given. Call or wire us today. 
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authority has suggested a ratio of 
15 per cent. 

However, we have made a sam- 
ple survey of 256 hospitals and we 
find the average percentage of bassi- 
nets to total bed capacity to be as 
follows (the general tendency is to 
provide one bassinet for each bed 
to be used by the obstetrical de- 
partment): 

35 hospitals (1lto 25 beds)—33.3% 
40 hospitals (26 to 50 beds)—24.1% 
64 hospitals (51 to 100 beds)—23.4% 
81 hospitals (101 to 250 beds) —22.2% 
24 hospitals (251 to 500 beds) —18.5% 
12 hospitals (over 500 beds)—16.1% 

The hospitals included in this 
survey are all general hospitals op- 
erated by voluntary non-profit or- 
ganizations. All maintain obstet- 
rical units and they were selected 
to represent a cross-section of the 
country. This total, of course, 
would not be constant in specific 
geographic areas for a great many 
reasons. 

Our study leads us to believe that 
each hospital’s requirements must 
be studied independently in terms 
of the individual community— 
Roy Hupensure, Acting Secretary, 
Council on Hospital Planning and 
Plant Operation. 

“A man in the hospital who had a 
piece of steel removed from his eye died 
suddenly after an uneventful postopera- 
tive week. The attending doctor is desir- 
ous of an autopsy to determine the cause 
of death. The only living relative is a 
sister who can not be reached. The hos- 
pital management refuses to have an 
autopsy performed on this patient in the 
hospital, or anywhere else by the hospi- 
tal pathologist, without permission. The 
attending doctor can not fill out the death 
certificate without determining the cause 
of death by autopsy. 

“Is the hospital management right in 
refusing this autopsy, in view of the fact 
that no relative can be reached and cause 
of death can not be determined without 
postmortem? 

“How can an autopsy be performed to 
determine the cause of death when no 
relative can be reached?” 

Comment: There is definite dan- 
ger to the hospital in performing 
an autopsy without permission 
either from the patient at the time 
he is admitted to the hospital or 
from the next of kin after his death. 
Even though permission be ob- 
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nexeelled Duality 


Through the years, discriminating surgeons have justified 
their confidence in instruments bearing the Kny-Scheerer 
trademark. By long experience they have come to regard 
this hallmark to be as indicative of superior quality as 
“STERLING” on silver. This symbol proclaims the integrity 
of the manufacturer . . . it identifies instruments of cor- 
rect technical design, micrometric accuracy and functional 


dependability. 


Kny-Scheerer instruments are built up to a quality ... not 
down to a price. Carefully selected metals and advanced 
production methods contribute to long periods of instru- 
ment life and satisfactory performance . . . equal in every 
respect to the finest instruments formerly imported. Today 
—as in years past—surgeons demand the unexcelled qualities 
K-S instruments afford. 


Available through responsible dealers everywhere 


KNY-SCHEERER CORPORATION 
21-09 Borden Ave. Long Island City 1, N. Y. 
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tained from the patient prior to 
death, there is some question as to 
the advisability of proceeding in 
the presence of definite objections 
by living relatives. Specifically, in 
answer to the above question: 

The hospital management is 
right in refusing. 

When no relative can be reached 
an autopsy can be performed at the 
instance of the coroner or medical 
examiner of the county in which 
the death occurs. If this procedure 
is not followed, it is possible that 


an unauthorized autopsy may re- 
sult in court action by relatives. 
Generally, by statute law, if a phys- 
ician is unable to determine cause 
of death satisfactorily, it would not 
only be proper but would be le- 


gally required of him to call that. 


death to the attention of the prop- 
er medical officer.—H. V. HuLier- 
MAN, M.D.; Secretary, Council on 
Professional, Practice. 


“In response to-my letter to Mr. Bugbee 
of October 23, I received a copy of ‘Model 
Constitution and By-Laws for a Hospital 








SWEET refreshing air is good for every 
hospital patient—and worker. Men go 
far to gain health and vigor from such 
air. But hospitals can’t “travel” and 
you must do your best where you are. 


NOW, airkem does this effectively for 
you. And you can prove it, easily but 
conclusively, in your own hospital. 


Not until airkem genius discovered the 
wonderful, unique values of Activated 
CHLOROPHYLL—ACTIVE element 
and green-matter in plant-life, had this 
ever been accomplished. 


NOW IT IS PROVED—airkem does it! 
This new, volatile liquid airkem com- 
bats every noxious odor and creates 
fresh-air effect indoors, much as Nature 
does it outdoors. 


Never until the NATURAL ELEMENTS 
of odor-neutralizing and air-freshening 
were utilized in airkem was the fine 
effect of freshened air indoors made 
perfectly feasible—within the hospital. 


This 16 oz. wick-bottle of airkem is 
ready for instant use. Simple, positive, 
there is nothing to mix, light, burn or 
waste. Nontoxic, non-inflammable, it 
needs no watching, no time, no labor, 
is absolutely foolproof. 


The nurse simply unscrews the top, 
pulls it up and spreads the wick. air- 
kem silently and effectively does all 
the rest, with its new, scientific prin- 
ciple of combatting odors without mask- 
ing or overpowering them with other 
scent. 





Treat your patients 
to airkem’, 


NOW! 


The number of airkem wick-bottles to 
use depends upon the space to be air- 
freshened, the character, age and in- 
tensity of the noxious odors. One wick- 
bottle of airkem in a private or 2-bed 
room should solve the usual problem. 
Use more if need be. airkem is econom- 
ical, but sure! 


Distributed by 
A. S. Aloe & Co., Saint Louis 


@ 
American Hospital Supply 
Corp., Chicago 
* 


Hospital Equipment Corp., 
New York 


* 
Meinecke & Co., Inc., 
New York 


e 
Will Ross, Inc., Milwaukee 
gS 
Produced by airkem, Inc., 
New York 17, N. Y. 


*The full name of the product is 
Airkem Chlorophyll Air Freshener, the 
word airkem being a registered trade- 
mark for Chlorophyll Air Freshener. 








‘ Corporation.’ I had a copy made for our 


use and it is exactly what was in my mind 
and will take care of every phase pertain- 
ing to the forming of a corporation.” 


Comment: The “Model Constitu- 
tion and By-Laws for a Hospital 
Corporation” prepared by a special 
committee of the Council on Ad- 
ministrative Practice, was approved 
by the Board of Trustees on Octo- 
ber 4, 1944. 

The corporate structures of many 
hospitals were established years ago 
and, while satisfactory for the scope 
of their activities at the time, they 
have long since become outmoded. 
They no longer provide an efficient 
organization when viewed from our 
present interpretation of the hos- 
pitals’ responsibility to the commu- 
nity. 

Many hospital administrators and 
trustees have been reviewing their 
charters and by-laws and are con- 
sidering revisions. The model has 
proved of real value and assistance, 
but as explained in the opening 
paragraphs no single corporate 
structure is appliable to all types of 
hospital ownership and operation. 
It was intended to serve as a guide, 
to provide a basis on which to 
build. Copies are being printed 
and are available from the Bacon 
Library to those interested.—F. 
Hazen Dick, Secretary, Council on 
Administrative Practice. 





FROM THE MAIL 


Thank you very much. The at- 
tached material is exactly what we 
needed. We believe the Bacon Li- 
brary is well worth the effort. 

(Signed) St. Mary’s Hospital, 
Clarksburg, W. Va. 


We are returning herewith the ma- 
terial on salary, personnel, and food 
service which you so kindly sent us 
recently. 

It has been helpful in going over 
these items and we do appreciate the 
fine service of your library. 

Milo F. Dean, Administrator, 
Montana Deaconess Hospital, 
Great Falls, Mont. 


Under separate cover I am return- 
ing the Package Library on Budgets. 
Accept my thanks and appreciation 
for this service. This material has 
clarified several points of interest. 

Sister M. Alberta, R.S.M. 
Superintendent, 

Mercy Hospital, 

Council Bluffs, Iowa. 
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THE LEGAL BASIS OF 
“TAX EXEMPTION 


HERE ARE PEOPLE in the hospital 

field who believe that tax ex- 
emption is based solely on the 
amount of charitable work which 
a hospital performs. 

Nonprofit hospitals do furnish a 
great deal of free service, even 
though many have no endowment 
funds and receive little community 
support; the free care is provided 
generally through payments from 
the local government or income 
from paying patients. 

Small localities without govern- 
ment hospitals must often depend 
on the facilities of voluntary hos- 
pitals. Even in the larger cities 
the available beds of general hos- 
pitals maintained by local govern- 
ments are frequently insufficient. 
Tax funds are therefore used by 
local governments to pay voluntary 
hospitals for the care of the needy. 

It is the unanimous opinion of 
the trustees of the American Hos- 
pital Association that such payment 
to hospitals should be on the basis 
of service actually rendered, and 
that payment in a lump sum or 
subsidy is undesirable. 

Some hospital administrators and 
trustees are concerned that the in- 
creased use of public funds may 
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affect the tax free status of volun- 
tary hospitals. Would adequate pay- 
ment for indigents, with consequent 
reduction in free service, actually 
endanger the exemption privileges 
of charitable institutions? 

It has been said that to tax a non- 
profit hospital is to place a direct 
tax on the sick and injured.? Tax 
exemptions are granted on the 
theory that charitable institutions 
carry out functions which the gov- 
ernment itself otherwise would have 
to perform. Without exemptions, 
the money taken from public chari- 
ties would have to be paid out im- 
mediately by the government for 
the very purposes being served by 
such agencies.* “To foster the hos- 
pital by provision for its aid and at 
the same time to burden it by taxa- 
tion is inconsistent with the legis- 
lative purpose.’’* 

In a sense, tax exemption is a 
subsidy from the government to 
agencies which render services 
affecting the health and welfare of 
the community. 

Organizations founded for re- 
ligious, charitable, scientific, liter- 


ary or educational purposes, whose 
income does not inure to the benefit 
of any private shareholder or indi- 
vidual, have generally been relieved 
from the tax on corporations.® Such 
organizations may include commu- 
nity chests and funds which exist 
for purposes other than the relief 
of the poor and needy.® 

A public charity need have no 
special reference to the poor.’ 
Charity, in its legal sense, extends 
to the poor as well as to the rich; 
a person who is sick, injured, or 
afflicted, or in a helpless condition, 
is a proper object to be included in 
the purpose of a public charity 
whether he is poor or not.® 

To be regarded as charitable, a 
hospital must open its doors with- 
out discrimination to all who seek 
its aid; its services must be placed 
“at the call of the afflicted, without 
scrutiny of the character or the 
worth of those who appeal to it, 
looking at nothing and caring for 
nothing beyond the fact of their 
affliction.”® 

If the general public may be ex- 
cluded at the discretion of the ad- 
ministration the hospital is not en- 
titled to exemption from taxation 
as a purely public charity.1° That 
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control of the institution is in the 
hands of a particular sect or de- 
nomination does not affect its ex- 
emption if its benefits are open to 
the public at large.* Charity pa- 
tients must be received without re- 
gard to race, creed or color, and 
the mere fact that pay patients pre- 
dominate over free cases does not 
disqualify the institution as a pure- 
ly public charity.’? 

These principles are demon- 
strated in a recent California case. 
The Scripps Memorial Hospital, 
Inc., brought an action to recover 
taxes which it had paid under pro- 
test, claiming that it was exempt 
from such payments under the 
California Unemployment Insur- 
ance Act. 


A Nonprofit Corporation 


In 1924 the institution was or- 
ganized as a nonprofit corporation, 
and conducted a hospital, meta- 
bolic clinic and dietetic school at 
La Jolla. Its land, building and 
equipment cost some $800,000; it 
had an endowment of about $8o0,- 
ooo acquired through gifts. All 
funds were donated solely for 
charitable, scientific and education- 
al purposes, without any beneficial 
interest in any of the members, 
officers or directors of the corpora- 
tion. 


It was shown that the hospital 
was founded for the treatment of 
persons regardless of race, color or 
creed and had carried out such ob- 
jects; that all were accepted irre- 
spective of their ability to pay; 
that. no individuals profited per- 
sonally from its income; that con- 
tributions and endowment funds 
constituted its income; that it made 
a full charge where a patient had 
the ability to pay and a lesser 
charge to those who could not af- 
ford the full rate. Approximately 
25 per cent of the services rendered 
were without compensation, and 
all income was used for the opera- 
tion and maintenance of the hos- 
pital. 

The California Employment 
Commission contended that the 
hospital was not entitled to exemp- 
tion because only a small part of 
its services was given free to in- 
digents. Exemption was demanded 
by the hospital as “a corporation 

. organized and operated ex- 
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clusively for . . . charitable .. . 
purposes . . . no part of the net 
earnings of which inures to the 
benefit of any private shareholder 
or individual.” 

Defining the phrase “operated 
exclusively for . . . charitable . . 
purposes,” the court declared an 
institution such as a hospital, in 
order to come within the meaning 
of the phrase, must be one which 
is open to all persons irrespective 
of race, color, creed or ability to 
pay and must be one where no in- 
dividual or entity may benefit from 
its assets on dissolution. 

That the services of the hospital 
yield some profit, said the court, 
is negligible if financial gain is not 
the purpose of the service; that 
fees are charged by a hospital is 
not controlling if these go to pay 
the expenses of operation and not 
to the profit of the founders or 
shareholders. “The exact percent- 
age of free service rendered is im- 
material.” 

This matter was considered to- 
gether with the case of Seaside 
Memorial Hospital v. California 
Employment Commission, as both 
actions involved the same ques- 
tions. In both lower and appellate 
courts the two hospitals were ad- 
judged charitable corporations 
which did not have to pay unem- 
ployment insurance taxes.'* 


An Impractical Standard 


To say that the test of a chari- 
table hospital is the amount of free 
service rendered is to apply a stand- 
ard which is impractical and un- 
sound.'® Exemption was ordered 
in one case, for example, where the 
proportion of pay patients to char- 
ity cases was estimated at approxi- 
mately 95 per cent pay to 5 per 
cent free.1* It has been ruled, in 
fact, that a hospital is not deprived 
of its charitable status even if none 
of its patients is treated without 
charge.!* 

In a recent proceeding it was 
determined that free service to the 
poor is not a prerequisite to tax 
exemption and that the legal 
meaning of charitable purpose is 
not limited to the care of the in- 
digent. 

“Hospitals which are devoted to 
the care of the sick and injured, 
which aid in maintaining public 


health and which make valuable 
contributions to_the advancement 
of medical science are rightly re- 
garded as benevolent and chari- 
table. A hospital association not 
conducted for profit which devotes 
all of its funds exclusively to the 
maintenance of the institution is 
a public charity and this is so irre- 
spective of whether patients are re- 
quired to pay for the service ren- 
dered.” 


Purpose Was to Profit 


This case involved the Doctors 
Hospital organized in New York 
City in 1927 as a charitable corpo- 
ration. Although it had been in- 
corporated as an eleemosynary in- 
stitution the original purpose of 
the founders was to make a profit. 
A real estate company had been 
formed to sell stock which would 
entitle its holders to dividends. 
The owning company bought the 
necessary land, erected and 
equipped the hospital buildings. 
By agreement with the owning 
company the hospital corporation 
was to pay the taxes, maintenance 
charges and an annual rental. 


From the beginning the hospital 
was in financial difficulties. A plan 
of reorganization was evolved 
whereby the owning company sold 
the property to the hospital corpo- 
ration which assumed all outstand- 
ing obligations. The shareholders 
surrendered their stocks and the 
creditors reduced their claims dras- 
tically. 


After August 1, 1932, the hospital 
was conducted without pecuniary 
profit to any one connected with 
it. It operated with a medical 
board of 200 physicians; its bed 
capacity was 275. From 1933 to 
1938 it treated 18,428 patients who 
spent a total of 242,978 patient 
days. Free service for the needy 
was inaugurated in 1935 for a 
limited number of patients. 


Application was made for tax 
exemption of the hospital realty 
for the years 1932 to 1939. The 
statute under which the hospital 
sought exemption provided that 
the real property of a corporation 
organized exclusively for charita- 
ble, benevolent, hospital purposes 
or for two or more such purposes, 
and used exclusively for one or 
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more of such objects, was relieved 
of taxation. 


The New York City tax commis- 
sioner denied the petitions on the 
ground that the hospital had failed 
to extend adequate free care .to 
the public and that it gave public 
charity only to specified patients 
of selected doctors, merely as a pre- 
text for real free service. 


Testimony was taken at hearings 
before a referee, who recommended 
that tax exemption be disapproved; 
he held that the value of the free 
work done must have some relation 
to the amount of taxes that are ex- 
empted and that charitable service 
must be for the benefit of the gen- 
eral public. 


His opinion was accepted by the 
lower court, which added that 
there was no real public service 
performed because it was rendered 
for a select few. The doctors who 
either managed the hospital or the 
few additional physicians who 
came from the courtesy list of the 
hospital were the only ones who 
were the recipients of any chari- 
table effort on behalf of this hos- 
pital for those who might be un- 
able to pay.'® 


On appeal, however, the higher 
court reversed this ruling and 
granted exemption, holding that 
the statute did not make any re- 
quirement of free service to the in- 
digent as a condition to exemption. 
“If it were the intention of the 
Legislature to require hospitals to 
furnish free service to the needy 
as a condition precedent to tax ex- 
emption, appropriate language to 
that effect could readily have been 
employed.”?° 


Free Services Not Test 


In most jurisdictions the test of 
a charitable hospital is not the ex- 
tent of the free services performed 
or whether patients pay more or 
less for the care, but whether those 
who operate it are conducting it 
for private profit, directly or in- 
directly.?° 


A hospital was organized for 
profit, no patient being admitted 
except at the request of one of the 
staff who was interested as a share- 
holder. Full rates were charged pa- 
tients for board, lodging, mainten- 
ance, attendance and nursing care; 
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the doctor submitted his bill in 
addition. 


In the course of time taxes must 
have become burdensome; it was 
decided to reorganize the corpora- 
tion as a nonprofit association. 
Property of the old corporation was 
conveyed to the new one, which 
then gave a mortgage to a bank 
as trustee for the former bondhold- 
ers. Amortization of the mortgage 
was to be completed in 11 years. 
None of the stockholders contrib- 
uted any money to the hospital to- 
ward endowment or building fund 
or running expenses. 


Court Denied Exemption 


Tax exemption was refused by the 
court, which held that incorpora- 
tion under the non-pecuniary profit 
act is not conclusive proof that the 
corporation is exempt from taxa- 
tion, but the facts of the case deter- 
mine the character of the corpora- 
tion. The court said, further, that 
the two free beds were maintained 
for the personal privilege of inter- 
ested physicians, and not as a bene- 
fit available to the general public; 
that the holders of the mortgage 
certificates on which interest was 
paid were these same persons. They 
had failed to show that the hos- 
pital was not conducted for profit. 
This was considered to be a private 
hospital association.** 


Whatever the hospital receives 
from paying patients is regarded 
merely as a contribution toward the 
maintenance of the charity,?* 
whether the money comes from 
those able to pay wholly or only 
partly for the accommodations 
which they receive.?* 


When there is excess of income 
over expenditures no “profit” is 
created, because the surplus cannot 
be distributed to any private indi- 
vidual: The money can be spent 
for maintenance, replacement, im- 
provements or better hospital serv- 
ice. The nonprofit principle does 
not mean that every item of service 
rendered must be at or below cost, 
but that the difference in the 
amount charged, if above actual 
cost, must be applied solely to the 
furtherance of the charity. 

Hospitals are entitled to charge 
at least cost for their services.2* On 
the other hand, the hospital whose 
operating expenses are greater than 






its income from all sources must 
appeal to the public for more funds 
or ultimately reduce its service. 

A public charity cannot be evalu- 
ated by the amount of money it 
loses in its operations, but by the ex- 
tent of the good it does for the 
public. The “profit” of the volun- 
tary hospital is the gain of the com- 
munity it serves. 

Another recent case holds that 
the use of the income is more im- 
portant than its source. A hospital 
was organized with no express pro- 
vision in its charter that it was ex- 
clusively charitable; two and one- 
half years later the charter was 
amended to provide that all net 
profits were to be devoted entirely 
to indigents. 

No dividend was ever declared, 
nor payment made to any stock- 
holder. Income was derived from 
full pay and part pay patients as 
well as rentals from a clinic. Such 
income, declared the court, in up- 
holding the hospital’s exemption, 
was purely incidental and apparent- 
ly necessary to the pursuit of the 
charitable purposes for which it was 
formed.?5 


May Leave Profit Margin 


It has been deemed proper for a 
hospital to charge patients a suffici- 
ently high rate to leave “a very re- 
spectable margin of profit,” pro- 
vided no part of it goes to any 
private individual or group. In 
that case two former employees of 
a hospital sought to recover un- 
employment benefits as provided in 
the Unemployment Compensation 
Act of the State of Washington. 
They contended that the hospital 
was an “employer” under the act 
and not excluded therefrom as a 
charitable corporation. 

In the same building in which 
the hospital was operated there was 
the Mason Clinic, a copartnership 
for profit, conducted by physicians 
on the ground floor. Laboratory and 
x-ray facilities of the clinic were 
available for the use of the hospital 
patients. The fees were paid by the 
patient to the hospital, which in 
turn reimbursed the clinic at a con- 
siderably lower rate than received 
from the patient. 

There was also an exchange of 
personnel, student nurses taking 
training both at the clinic and the 
hospital. The same interns were 
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used by both groups and the same 
manager supervised both the hos- 
pital and the clinic. Affairs of the 
hospital and the clinic were kept 
separate; all use made of equipment 
and space was promptly paid for 
upon a schedule of charges which 
appeared reasonable. 

The court held that the hospital 
was so operated that no part of the 
net earnings resulted in advantage 
to any private persons and it was 
therefore exempt from unemploy- 
ment insurance taxes. In arriving 
at this conclusion, the court said: 

“Where a clinic is operated for 
private profit in conjunction with 
a purported charitable hospital, in 
such manner that the hospital re- 
ceives full consideration from the 
clinic for the goods and services 
with which the hospital supplies 
the clinic, and where the hospital 
pays the clinic only reasonable and 
usual prices for the services sup- 
plied by the latter, the hospital 
cannot be treated as an institution 
operated for the private benefit of 
the clinic. Certainly the net earn- 
ings of such a hospital do not inure 
to the benefit of the clinic.”?6 


Activities Are Multiple 


Charity to needy patients is not, 
and need not be, the sole purpose 
of a hospital.?” Nor does the modern 
hospital confine itself to the care of 
the sick alone: It aids in the educa- 
tion of physicians and nurses, com- 
munity organizations and the pub- 
lic, and in investigating the cause 
and cure for disease and methods 
of prevention.** 

When a hospital performs these 
functions, it becomes a public char- 
ity in its broadest sense; it measures 
up to the legal conception of a 
charity or a benevolence, defined as 
“any gift not inconsistent with exist- 
ing laws, which is promotive of 
science, or tends to the education, 
enlightenment, benefit, or ameliora- 
tion of the condition of mankind, 
or the diffusion of useful knowl- 
edge, or is for the public conveni- 
cmce.”* 

Without free cases a hospital’s 
ability to do research or educational 
work is hampered; it cannot do 
effective clinical and laboratory re- 
search; its medical staff would be 
restricted in its training through 
ward rounds, staff meetings, path- 
ology conferences and clinical dem- 
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onstrations. The need for such re- 
search assures free service.*° 

Whether an enterprise is chari- 
table or otherwise is determined by 
its purpose. Its object must be to 
heal the sick and relieve the suffer- 
ing, without hope or expectation of 
profit.** On the other hand, the 
mere fact that it does everything 
that a public charity would do does 
not make the hospital a purely pub- 
lic charity,** for not only must the 
hospital administer charity, but it 
must have been organized for that 
purpose.** 


State, Federal Laws Differ 


It is also possible for a public 
charity to be considered such under 
state law and yet be held otherwise 
by the federal courts. For example. 
a hospital service corporation was 
held taxable under federal law de- 
spite the fact that it was organized 
exclusively for charitable purposes 
and exempt under the laws of the 
state in which it was incorporated. 

Suit was instituted by the Asso- 
ciated Hospital Service Corporation 
of Massachusetts against an acting 
collector of internal revenue to re- 
cover taxes claimed to have been 
paid illegally under Title VIII of 
the Social Security Act of 1935, on 
the ground that it was exempt from 
the act because it was “‘a corpora- 
tion . . . organized and operated 
exclusively for . . . charitable... 
purposes . . . no part of the net 
earnings of which inures to the 
benefit of any private shareholder 
or individual.” 

By a two to one decision, the 
court held the hospital service cor- 
poration taxable, although exempt 
under Massachusetts law. The cor- 
poration, said the court, was being 
conducted more on a business basis 
than a charitable basis; that “the 
subscribers consider themselves 
neither charitable donors nor the 
recipients of charity. The corpora- 
tion capital is not composed of 
charitable contributions but of fees 
exacted from subscribers. Without 
the subscription payments the cor- 
poration could not function. Mem- 
bership is not limited to the needy 
but as a matter of fact is composed 
largely of middle class and well to 
do. It is difficult to distinguish the 
plaintiff corporation from a mutual 
insurance company or an employee 
benefit plan. Here we have what is 





essentially a business arrangement 
under which a group of people have 
banded themselves together to pur- 
chase at rates as low as possible 
hospital care in the event of sick- 
ness or accident. These rates are 
subject to approval by the Massa- 
chusetts Commissioner of Insurance. 
Such a corporation is not charita- 
ble.” 

Comparing the hospital service 
corporation with accepted charita- 
ble organizations, the court indi- 
cated that the latter did not require 
a fee in every case and that the fee 
paid ordinarily bore no precise rela- 
tion to the cost of the benefit con- 
ferred.** 


A few states, contrary to the gen- 
eral rule, require either a specific 
amount of charitable work or limit 
the amount of property or income 
which is exempt from taxation. 

In the state of Alabama real estate 
up to five acres owned by the hos- 
pital is exempt, provided at least 15, 
per cent of its business is for the 
benefit of charity patients.** 

Massachusetts provides that hos- 
pital property used for insane per- 
sons or mental cases is not exempt 
unless one-fourth of the property 
and one-fourth of the income of its 
trust or other funds are devoted to 
charity patients.** 


Incorporated As Charity 


In Mississippi, which exempts 
real or personal property if one or 
more charity wards are set aside for 
free cases,** the Rush Hospital As- 
sociation, formerly owned by a Mrs. 
Rush who operated it under the 
name of Rush’s Infirmary, was in- 
corporated as a charity. 

The charter provided for the oper- 
ation of a modern, fully-equipped 
hospital and a training school for 
nurses. One or more charity wards 
were to be maintained at all times; 
all income or profit from the hos- 
pital or nurses’ home was to be 
applied solely to hospital purposes. 

Mrs. Rush’s two sons, both physi- 
cians, maintained offices in the hos- 
pital, and also a clinic and operating 
room for both pay and charity pa- 
tients. wo rooms were set apart for 
charity patients, each containing 
two beds, one room for the white 
race, and one for the colored. Char- 
ity patients were given the identical 
treatment, care, nourishment and 
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other service as was furnished to the 
pay patients. 

Equipment of the hospital was 
used for both charity and pay pa- 
tients. No charge was made to the 
Drs. Rush for their private offices 
and they were each paid a salary of 
$2,500 out of the hospital funds for 
their services in treating the charity 
patients, instructing the undergrad- 
uate nurses and training them, and 
for various other managerial serv- 
ices. Mrs. Rush was paid $150 per 
month as superintendent of nurses 
and as dietitian. Other employees 
were also paid salaries. 

At the end of the year the hos- 
pital had a deficit of about $250. It 
applied to the board of supervisors 
for exemption from taxes, but the 
application was disapproved. The 
court, on appeal, however, held that 
the hospital had compiled with the 
law in assigning the rooms for char- 
ity patients; that such persons re- 
ceived adequate treatment and care. 
The charges and expenses connect- 
ed with the management of the hos- 
pital were reasonable; the hospital 
came within the requirements of 
the act entitling it to exemption; 
the public received a benefit equiv- 
alent to the exemption from taxa- 
tion.®8 

Another state which places a 
restriction on exemption is New 
Hampshire. A voluntary corpora- 
tion can hold property only to the 
amount of $500,000 and such prop- 
erty is exempt only up to the limit 
of $150,000. All income used for 
hospital purposes is exempt.*° 


CONCLUSION 

With the exception of a few 
states, there is no legal requirement 
for a specific amount of free care 
as a condition to tax exemption. It 
has been held by the courts that 
county payments for services ren- 
dered to indigents who are a county 
charge do not affect the charitable 
character of the institution.‘ 

Hospitals discharge, at least in 
part, a function which ordinarily 
devolves upon the government.* 
Adequate payments from govern- 
mental units for the care of indigent 
patients increase the capacity of the 
hospital to fulfill its functions as an 
agency for the care of the sick, edu- 
cation of personnel, research and 
preventive medicine.*? It would 
seem unreasonable to anticipate 
that government would stifle volun- 
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tary hospitals by withdrawing tax 
exemption. 

To effect changes in tax exemp- 
tion laws would require acts of the 
state legislatures or constitutional 
amendments by the voters, rather 
than the decision of an administra- 
tive officer in a local government 
unit or the ruling of a court of law. 
As long as the voluntary hospitals 
unselfishly serve the health of our 
citizens, there is little likelihood 
that the people or their representa- 
tives in the legislatures will revoke 
the traditional privilege of tax im- 
munity now enjoyed by public char- 
ities throughout the country. 
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One FEATURE of the construc- 
tion of hospital buildings is very 
noticeable in those recently erect- 
ed. It is the tendency of architects 
to use extravagant styles of build- 
ing, by which vast sums of money 
are needlessly expended in mere 
ornamentation. In many instances 
the expenditure on the building 
has been so excessive that the 
managers have been unable to 
meet the cost of furnishing and 
maintaining the hospital. 

“High and costly towers and 
imposing elevations and elaborate 
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Better Results in a Tent 


finish of ceilings, windows and 
doors never aided in the cure of 
the sick. Better results of treatment 
are more often obtained in the 
tent on the field than in the most 
costly buildings.”—From a paper 
presented by C. S. Howell, super- 
intendent of the medical and sur- 
gical department of the Western 
Pennsylvania Hospital, Pittsburgh, 
in “Proceedings of the Fourth An- 
nual Conference of the Associa- 
tion of Hospital Superintendents 
of the United States and Canada;” 
Philadelphia, (1902). 











THIS IS a scale model of a typi- 
cal nursery layout designed by the 
Hospital Facilities Section staff. 


Modern Peduatric Standards Call for 


WISE PLANNING OF 
INFANT CARE 


SENIOR ARCHITECT, HOSPITAL FACILITIES SECTION, U. S. PUBLIC HEALTH SERVICE 


Sperm CARE of infants and 
children deserves careful plan- 
ning to relate it to modern stand- 
ards for pediatric care. Children 
not only need protection from cross 
infection but, from a psychological 
standpoint, they need also to be in 
the company of other children and 
in surroundings that are as cheerful 
and homelike as possible under hos- 
pital conditions. They need con- 
tinuous care by nurses experienced 
in the care of children. Moreover, 
segregation of children in a separate 
unit makes for efficiency in medical 
care as it affords the most favorable 
conditions for observation and treat- 
ment. 

In the smaller hospitals it has 
been the custom to make no special 
provision for the care of children, 
but to use what rooms are available 
when the need arises. Infants and 
children are even placed in aduit 
wards, although the undesirability 
of this is obvious. In larger hos- 
pitals there are usually open wards 
for children and perhaps one or 
more rooms for observation or isola- 
tion purposes. In some hospitals the 
beds in the wards have been sepa- 
rated by curtains or partitions to 
form cubicles. Little thought has 
been given to grouping the children 
according to age and condition, or 
to the arrangement of a service 
room to facilitate nursing care. 

With a view to assisting hospitals 
in planning for new construction or 
for remodeling old constructions to 
meet modern standards, the United 
States Public Health Service and 
the Children’s Bureau have worked 
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out a type plan for a complete 
pediatric nursing unit. 

The plan as shown is for a 14-bed 
pediatric unit in a 200-bed general 
hospital; this is based on an esti- 
mate that 5 to 15 per cent of the 
total number of beds is needed for 
children.* This 14-bed unit may be 
expanded to a 20-bed unit without 
an increase in the number or size 
of service rooms. The 14-bed unit 
probably contains the smallest num- 
ber of beds for which a complete 
unit such as described in this plan 
is practicable in most instances. The 
maximum of 20 beds is somewhat 
below that allowed for an adult 
unit because of the’ proportionately 
greater nursing time required in 
caring for infants and children. If 
the average daily child census is less 
than 14, an adequate number of 
rooms should be kept available for 
segregating children from adults, 
but common service rooms must of 
necessity be used. 

The unit should be so situated 
that it will be a quiet area and, in 
northern climates, oriented with the 

*Data are inconclusive with regard to the pro- 


portion of pediatric beds needed in a general 
hospital. 


main axis north and south, thus 
permitting east and west exposure 
in the patients’ rooms, with the 
playroom and terrace at the south- 
ern end. The plan as shown is suit- 
able for one-story construction. In 
a multistory building adequate fire 
stairs will be required. 

As shown in the plan, there are 
two one-bed rooms and six two-bed 
rooms in which the beds are sepa- 
rated by partitions 7-feet high, 
glazed with clear glass above the 
bed-mattress level. Partitions which 
extend to the ceiling between rooms 
are similarly constructed so that the 
children may see one another and 
the nurses may see the children at 
all times. Washable curtains are 
used to secure privacy when desired. 

Each child’s cubicle is so arranged 
that individualized bedside care 
may be given. Each room contains 
a lavatory so that physicians and 
nurses may wash their hands before 
and after handling each child. A 
hook for a gown is placed at the 
entrance to each cubicle. In the 
cubicle is a bed of suitable size and 
two bedside cabinets, one for stor- 
age of utensils for care of the child, 
including a bedpan; the other for 
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clothing and toys, the top of the 
cabinet serving for a flower or book- 
stand. 

In order to provide additional 
space for infants, a two-bed room 
may be converted to a four-bassinet 
room by putting in two movable 
partitions as shown in the plan. 

In order to provide special facili- 
ties for carrying out rigid isolation 
technique, the two one-bed rooms 
have been equipped for the care of 
children who are under observation 
for some communicable condition. 
These rooms may also be utilized 
for other purposes, such as the care 
of very ill or moribund children, or 
those who need to be in a quiet 
environment. Each of these two 
rooms is provided with a lavatory 
and toilet with bedpan-flushing at- 
tachment. 

Between the two rooms and con- 
necting with them is a subutility 
room in which is located a sink and 
utensil sterilizer. There is also space 
in each of these two rooms for the 
installation of an additional full 
size bed, so that the mother may 
stay with the child when this is 


_ Plans for a complete contagious disease nurs- 
ing unit are available. 
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considered desirable. These rooms 
may be used as part of the regular 
unit when not needed for special 
purposes. 

The size of each patient’s ;room 
is 16 feet 6 inches x 11 feet 6 inches 
(190 sq. ft.) , allowing for each child 
in a two-bed room 95 square feet 
of floor space and go3 cubic feet of 
air space (g ft. 6 in. ceiling). For 
each infant in a four-bassinet unit 
there are 47 square feet and 451 
cubic feet, a space requirement that 
more than meets the standard (30 
sq. ft. and 300 cu. ft. per infant). 

The requirements for light and 
ventilation are amply met. In all 
units adequate artificial illumina- 
tion is provided by indirect ceiling 
lighting. Space for sun bathing and 
outdoor play has been provided in 
a sun porch and connecting open 
terrace fenced to a height to provide 
for safety. Flower boxes and colored 
furniture and toys add to the cheer- 
ful and homelike appearance of 
the unit. 

Throughout the patient areas 
walls, furniture, and toys should be 
painted soft, cheerful colors. Lead- 
free paint should be used on beds 
and toys. 
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As already pointed out, the plan 
has been made with a view to facili- 
tating the nurse’s work. For this 
reason service rooms are centrally 
located in the unit. 

The nurse’s station is centrally 
situated so that she is able to ob- 
serve the children in all the rooms 
without leaving her station, and so 
that the distance to the patient 
areas and the service rooms is re- 
duced to a minimum. 


Near the nurse’s station are the 
utility room, bedpan-sterilizing unit, 
and linen room. The treatment 
room has, for obvious reasons, been 
placed as far away as practicable 
from the patient areas. 


In order to provide privacy for 
parents who wish to consult the 
doctor, a small waiting room near 
the main entrance is available. 


It should be noted that no pro- 
vision is made in the plan for a 
sterilizing room, a clinical labora- 
tory, a milk room for preparing in- 
fant feedings, a doctors’ locker room 
and a nurses’ locker room. It is 
assumed that all these facilities will 
be provided elsewhere in the hos- 
pital. 


DETAILS OF FLOOR PLAN FOR 14-BED PEDIATRIC NURSING UNIT 
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ENERAL HOSPITALS in the United 
States have successfully isolated 
themselves from the treatment and 
control of pulmonary tuberculosis 
with the exception of those which 
have set up tuberculosis divisions 
or tuberculosis outpatient clinics. 
However, as I shall attempt to dem- 
onstrate, our general hospitals have 
not isolated themselves from tuber- 
culosis. 

In the past, serious consideration 
has beer given to the utilization of 
hospital beds and wards for the 
treatment of pulmonary tubercu- 
losis and other forms of this dis- 
ease. This was advocated especially 
in the years when there seemed to 
be a surplus of unoccupied hospital 
beds, while at the same time in 
many states the bed capacity of the 
institutions for tuberculosis was en- 
tirely inadequate. 


Occupancy Rate at Peak 


With the occupancy rate of our 
general hospital beds higher than 
ever before, and with a more ample 
provision of beds in tuberculosis 
sanatoria, it may seem foolish to re- 
open this question. The introduc- 
tion of new technics in the discov- 
ery of pulmonary tuberculosis and 
the results of certain studies which 
have been made of hospital per- 
sonnel and admissions make it nec- 
essary for the hospitals of this coun- 
try to reconsider their entire rela- 
tion to tuberculosis and to the na- 
tional and community plans for 
its control. 

With few exceptions the attitude 
of general hospitals at present is 
one of exclusion of all cases of 
pulmonary tuberculosis. For the 
protection of other patients and of 
hospital personnel it is regarded 

From a paper, “The General Hospital and 
Tuberculosis,” presented at the American Hos- 


pital Association Third War Conference, in 
Cleveland, October 1944, 


General Hospitals Can No Lon eer Lenore the 
TUBERCULOSIS PROBLEM 


JULIUS L. WILSON, M.D. 


PRESIDENT, AMERICAN TRUDEAU SOCIETY, NEW ORLEANS 


as essential that no patients with 
pulmonary tuberculosis be admit- 
ted. Bloch, in a survey of the hos- 
pitals in the metropolitan area of 
Chicago, found that only 7 per 
cent admitted cases of pulmonary 
tuberculosis for the treatment of 
that disease, and only 34 per cent 
would admit patients with pulmon- 
ary tuberculosis for the treatment 
of other conditions. 

As far as I can find, this is a fair 
sample of the stand taken by hos- 
pital administrators all over the 
country; and from personal experi- 
ence I know that our hospitals in 
New Orleans will not knowingly 
admit a case of pulmonary tuber- 
culosis, while, on the other hand, 
such patients may be admitted for 
observation, for pneumothorax or 
for chest operations as long as the 
primary disease is not named. Where 
the general hospital has a tubercu- 
losis division or wards it can admit 
patients needing treatment for pul- 
monary tuberculosis and other con- 
ditions and can use such a tuber- 
culosis service for screening out 
doubtful cases. 

Whereas known cases of pulmon- 
ary tuberculosis are usually ex- 
cluded, a number of surveys made 
in the past decade have shown 
that many previously unrecognized 
cases of tuberculosis are being ad- 
mitted to our hospitals constantly. 
Mills and Stewart found in 1932 
that 1.4 per cent of the patients 
admitted to a hospital in Minne- 
apolis had pulmonary tuberculosis. 
Hodges found significant chest dis- 
ease, previously unrecognized, in 1.3 
per cent of 1,101 patients admitted 
consecutively to the University Hos- 
pital at Ann Arbor, Michigan. 

Pohle, Paul and Oatway discov- 
ered that 3 per cent of 1,417 con- 





secutive admissions to the Wiscon- 
sin General Hospital had significant 
pulmonary disease and 0.3 per cent 
of the total had active, reinfection 
type pulmonary tuberculosis. Plun- 
kett and Mikol examined by x-ray 
4,853 patients admitted to general 
hospitals in New York State and 
found 2.6 per cent with x-ray evi- 
dence of reinfection tuberculosis 
and 1.1 per cent with lesions which 
were active. 

Childress, Debbie and Harmon, 
in an x-ray study of 7,187 admis- 
sions to the Grasslands Hospital at 
Valhalla, N. Y., found evidence of 
manifest tuberculosis in 290 or 4 
per cent, evidence of the reinfection 
type of disease in 201 or 2.8 per 
cent, and evidence of active pul- 
monary tuberculosis in 42 or 0.6 per 
cent. In addition, they found signi- 
ficant non-tuberculous pulmonary 
disease or heart lesions in 23 or 0.4 
per cent. It is clear from these sur- 
veys in various parts of the country 
that 2 to 4 per cent of our admis- 
sions to general hospitals have x-ray 
evidence of pulmonary tuberculosis 
and from o.5 to 1 per cent have 
active pulmonary tuberculosis. 


Many Are Infected 


As a natural corollary to the find- 
ing that many cases of unrecognized 
tuberculosis are under care in our 
general hospitals, studies of the 
incidence of tuberculosis among 
nurses and other hospital personnel 
have shown that a large proportion 
have become infected and that not 
afew develop pulmonary tubercu- 
losis as a result of their exposure to 
these patients, The reverse may 
sometimes be true and unrecog- 
nized tuberculous individuals in 
the personnel may constitute a seri- 

































ee 










































32 





HOSPITALS 





ous risk to other members of the 
staff and even to patients. 

Childress has reviewed the work 
in this field and presents additional 
evidence showing that hospital per- 
sonnel with known exposure to 
tuberculosis developed that disease 
in 3.5 per cent, while those without 
exposure did so in only 0.54 per 
cent. He concludes not that all 
cases of tuberculosis should be ex- 
cluded, but that all possible sources 
of infection should be tested and 
active cases should be isolated and 
treated vigorously. 

For many years it has been ob- 
vious that x-rays as a method of 
discovering pulmonary tuberculosis 
are superior to dependence upon 
physical examination or symptoms. 
The barriers of cost, time and filing 
facilities prevented the general use 
of 14x17 chest plates for the pur- 
pose of screening out tuberculosis 
from large groups. The fluoroscope 
was tried and had its enthusiastic 
supporters, but this method was 
found to be too unreliable for the 
detection of the minimal stages of 
tuberculosis and it also failed to 
supply an objective record of the 
findings. 


New Technic Is Solution 


This problem has now been solved 
by the evolution of a rapid, inek- 


pensive, accurate technic which 
furnishes permanent records not 
requiring extensive filing space. 
The photofluorographic apparatus, 
whether it be of the 35 mm., 70 mm. 
or 4X5 inch type, is capable of 
accurately recording the chest find- 
ings of 100 or more patients per 
hour on films which can be either 
attached to the patient’s history or 
filed in a minimum of space. 

With the introduction of the pho- 
totimer of Morgan, coated lenses 
and a standard technic, this method 
has a very small margin of error, 
even with the most minimal lesions, 
and indeed may be superior to the 
hastily or carelessly taken 14 x 17 
inch chest plate. Developed under 
the stress of war, the photofluoro- 
graph promises to become the great- 
2st instrument in peace to discover 
and eradicate tuberculosis. 

Plans are already being laid in 
‘his country, in England and in 
other parts of the world to use this 
apparatus for chest x-rays of the 


uANUARY 1945 





COPIES OF the six month index 
for HOSPITALS from July through 
December 1944 are ready. Each sub- 
scriber to the magazine is entitled to 
a copy of the index, which is printed 
in page size suitable for binding with 
the volume for the second half of 1944. 

Copies may be obtained by writing 
to the Bacon Library, 18 E. Division 
Street, Chicago 10. 











entire population. Selective service 
has already taken more than ten 
million chest x-rays of inductees by 
this method. The Army has used 
the 4 x 5 inch photofluorogram, the 
Navy the 35 mm. photofluorogram. 
In addition to these the U. S. Pub- 
lic Health Service has x-rayed well 
over a million industrial workers. 
This extensive trial has shown that 
the films produced are equal, or in 
some cases superior to larger films 
and entirely adequate to detect not 
only pulmonary tuberculosis, but 
many other pulmonary and cardiac 
conditions as well. 


If the findings by x-ray in the 
young men called up by selective 
service could be applied to the en- 
tire population of this country, we 
would find more than a million 
cases of pulmonary tuberculosis, of 
which some 750,000 would be ac- 
tive and requiring some form of 
treatment. Moreover, of these cases, 
two-thirds or more would still be 
in the minimal stage as compared 
to the 10 to 15 per cent of cases 
in the minimal stage now entering 
our sanatoria. 


In 1942 8,500,000 patients were 
admitted to nongovernmental hos- 
pitals in this country. Of these, if 
we assume that 0.6 per cent had 
active pulmonary tuberculosis, 51,- 
ooo were unrecognized consump- 
tives. In other words, as many pa- 
tients with pulmonary tuberculosis 
were admitted to general hospitals 
witho&t being recognized as such, 
as there were deaths reported from 
tuberculosis in the whole country. 


If these 51,000 patients had been 
discovered to have pulmonary tu- 
berculosis in 1942, 34,000 would 
have still been in the minimal stage 
and proper treatment of all would 
not only have saved the lives of the 
majority of them, but would also 
have prevented many more people 
from tuberculous infection. In addi- 
tion to these active cases, there were 


255,000 who had some evidence of 
pulmonary tuberculosis in an inac- 
tive phase and many with other un- 
recognized non-tuberculous condi- 
tions in the thorax. 


It is agreed by many interested 
in this field that the most profitable 
place to begin case finding for tuber- 
culosis in the general population 
would be among admissions to our 
hospital wards and dispensaries. 
Later the methods of photofluoro- 
graphy can be expanded to cover 
the general population with the 
reasonable hope of complete eradi- 
cation of tuberculosis within a gen- 
eration. 


The imminent introduction of 
this new technic of discovering 
tuberculosis among hospital admis- 
sions and in the general population 
makes it necessary for the hospitals 
to face this problem and to adopt 
a plan of action to meet it. If those 
hospitals which have a rule exclud- 
ing cases of pulmonary tuberculosis 
enforce their rule, three out of every 
100 applicants for admission’ will 
be excluded. 


Face Just Criticism 


On the other hand, if they con- 
tinue to ignore the problem they 
may be justly criticized for an al- 
most criminal neglect, exposing 
other patients and their personnel 
to tuberculous infection. General 
hospitals which have nurses’ train- 
ing schools, or which are used for 
the teaching of medical students 
will be especially open to criticism, 
as we know that a majority of these 
young men and women may acquire 
first infection and a significant num- 
ber may break down as a result of 
exposure in the hospital. The mere 
fact that there is a long delay be- 
tween exposure and the develop- 
ment of tuberculosis can no longer 
mask the danger which the admis- 
sion. and care of patients with a 
communicable disease, unrecognized 
and unisolated, presents. 


A general policy of exclusion on 
the basis of roentgenological find- 
ings alone would certainly work a 
grave injustice to many patients 
with conditions requiring care in 
the general hospital. As has been 
noted, from 2 to 4 per cent of hos- 
pital admissions show x-ray evi- 
dence of the reinfection or danger 
ous type of pulmonary tuberculosis. 
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On the other hand, only 0.5 to 1 
per cent have an active form of the 
disease which may be communi- 
cable. 

As it is not possible, in many in- 
stances, to determine from the x-ray 
alone which patients have active 
open tuberculosis and which are 
safe, the decision as to whether to 
admit or to exclude patients is difh- 
cult at the time of admission. It is 
obvious that far advanced pul- 
monary tuberculosis with cavities 
and a heavily positive sputum, as 
soon as a definite diagnosis is made, 
should be admitted directly to tu- 
berculosis sanatoria or hospitals; 
but it is not logical to exclude 
patients with small tuberculous 
lesions without cavitation, with a 
negative sputum, who may require 
emergency treatment in a general 
hospital for acute conditions such 
as appendicitis, childbirth or coro- 
nary occlusion. 

Since the well administered and 
well equipped general hospital can 
successfully handle many patients 
with diseases far more communica- 
ble than tuberculosis, there is no 
reason why the patient with merely 
x-ray evidence of an old or latent 
pulmonary tuberculosis should’ be 
excluded. Therefore, before adopt- 
ing a policy of complete exclusion 
of patients with pulmonary tuber- 
culosis, not only for treatment of 
that condition but for treatment of 
other conditions, our hospitals 
should seriously ask themselves 
whether they are best, serving the 
community by so dong. 

Certainly, a policy of exclusion 
during the next decade—in which 
great strides will be made in the 
control of pulmonary tuberculosis 
—will lose for our general hospitals 
a great opportunity to contribute 
to the eventual eradication of this 
disease. 

The following plan is suggested, 
whereby the general hospitals can 
protect themselves and at the same 
time render the greatest service to 
their community: 

1. Arrange to obtain a chest x-ray 
of every hospital admission at the 
time of admission. This can be done 
either with the present apparatus or 
by installing photofluorographic 
units in the admitting room or, tem- 
porarily, by fluoroscopy. In this way 
only patients with known pulmon- 
ary status have to be dealt with. 
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Such chest roentgenograms will also 
serve as an important part of the 
admission examination, often dis- 
closing not only pulmonary tuber- 
culosis but other pulmonary condi- 
tions and cardiac disease. 

2. Set up criteria for admission 
to the hospital without isolation, 
admission to the hospital with isola- 
tion, or rejection. Such criteria 
could be standardized for the whole 
country. The United States Public 
Health Service, the National Tuber- 
culosis Association and the Ameri- 
can Trudeau Society would co- 
operate with the American Hospital 
Association in drawing up such 
standards. 

3. The American Hospital Asso- 
ciation should form a committee to 
work on this: problem and to advise 
individual hospitals as to the best 
procedure and the criteria to be 
followed. 

4. Committees on _ tuberculosis 
should be set up in each district and 
for each hospital. The tuberculosis 


committee of each hospital, consist- , 


ing of clinicians especially inter- 
ested in pulmonary diseases and 
roentgenologists, would serve as a 
court of appeal to pass on the classi- 
fication of patients when the roent- 
genogram alone might be insuff- 
cient to determine the status of the 
case. 

5. All cases in which x-ray evi- 
dence of pulmonary tuberculosis is 
discovered should be reported to 
the local health department and the 
hospital should work in cooperation 
with the case registry of that de- 
partment in order that it may have 
a complete record ofall cases of 
tuberculosis in the community, 
whether active or inactive. 


CONCLUSION 

The general hospitals in this 
country are faced with a serious 
problem in dealing with pulmonary 
tuberculosis. This problem is made 
acute by the introduction of new 
technics of case finding. General 
hospitals can no longer ignore the 
problem of tuberculosis by a simple 
rule of exclusion. Plans should be 
made at once to provide chest roent- 
genograms of all patients entering 
the hospitals and a_ systematic 
method of dealing with the various 
types of pulmonary tuberculosis 
thus discovered should be worked 
out. 


As the Basic} 
HOSPITALS} \ 
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osPITALs and public health or- 
ganizations have experienced 
their most rapid growth in the last 
40 years. Two such closely allied 
movements, expanding rapidly dur- 
ing the same period, could not have 
reached maturity and still be utter 
strangers. Although every hospital 
has contributed to the health pro- 
grams in one way or anhother— 
through clinics, laboratory service, 
EMIC program—it may help us to 
consider intelligently the role of 
hospitals in public health of the 
future if we visualize in broad terms 
what is meant by the “Changing 
Pattern of Public Health.” 
Centuries ago public health con- 
sisted of isolating some sick people 
in lazarets or pesthouses. In the 
Grecian era, public health empha- 
sized physical fitness and personal 
hygiene, exemplified by the Olym- 
pic games and the Greek athletes. 
During the Dark Ages interest in 
personal hygiene lagged; public 
health hit bottom to be followed by 
a long period of remarkable inter- 
est and progress in sanitation of 
the environment typified by the 
empirical sanitary regulations of the 
1700's and 1800’s in England and 
the United States. 
With the discovery of infectious 


bacteria and their relationship to 


disease — you will recall that this 
attained significance only within 
the last 75 years — public health 
again shifted its emphasis. Infec- 
tious diseases as specific entities, 
and their control by new methods 
such as immunization and disin- 
fections, became of primary con- 
cern. Recently there has been a re- 
turn to emphasis on the value of 
good personal hygiene. As will be 
pointed out, we are now passing 
through as important a transitional 
stage as any of the past and, in 
truth, we are living this evolution 
ourselves. 


From a paper, “Hospitals in the Changing 
Pattern of Public Health,” presented at the 
American Hospital Association Third War Con- 
ference, in Cleveland, October 1944. 
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Emphasis on Public Health Shifts 
MUST SHARE IN 


Y# PROBLEMS 


HUGO V.HULLERMAN, M.D. 


SECRETARY, COUNCIL ON PROFESSIONAL PRACTICE 


The first important point I wish 
to make is that up to now each new 
public health trend emphasized pre- 
vention, not treatment. We know 
now that the control of some dis- 
eases -- for example, tuberculosis 
and syphilis — depends upon treat- 
ment. ‘Treatment thus becomes 
prevention. 

Furthermore, health authorities 
have seen the excellent results 
which can be obtained by organized 
efforts to control disease by treat- 
ment. 

The second important point is 
that public health programs for the 
control of disease can no longer 
separate prevention from treat- 
ment; and that forces hospital care 
into the field of public health. Two 
or three examples from_ public 
health literature reveal the new 
trend: 


Joseph W. Mountin said in 1940: 
“The changing nature of public 
health has shifted the general hos- 
pital into public health promin- 
ence. That is just one of those facts 
of life which we could not dodge if 
we wanted to. Even circumscribed 
programs of public health may de- 
mand the use of hygienic labora- 
tory, the x-ray, the electrocardio- 
graph, basal metabolism apparatus 
and similar aids to diagnosis and 
therapy. 

“Health departments of today 
require clinic facilities and many of 
the patients who come to those 
clinics will prove to be in need of 
bed care. Hospitalization is abso- 
lutely necessary in numbers of ma- 
ternity cases. Some of the venereal 
disease cases can be treated to bet- 
ier advantage in hospitals than on 
‘n ambulatory basis. Tuberculosis 
sections to general hospitals are 
now being recommended by many 
euthorities. The old isolation hos- 
pital is losing vogue, for with mod- 
ern technic and facilities communi- 
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cable diseases may readily be han- 
dled in a unit of a general hospital.” 

Ruhland states: “It is the writer’s 
personal experience through a con- 
siderable number of years of serv- 
ice in public health that a more 
efficient and, therefore, more eco- 
nomical service can be rendered 
when clinic and hospital services 
are not separated from the general 
health department program.” 

Health Commissioner Godfrey of 
New York said: “It seems entirely 
proper, however, for health depart- 
ments to take a greater interest in 
the work of hospitals and groups 
giving medical care on a prepay- 
ment basis.” 

There are scores of such com- 
ments (some of which are vision- 
ary) in the literature from which 
one might imagine that health au- 
thorities know exactly what they 
want to do and precisely how they 
are going to do it. As a matter of 
fact, their thinking is still only 
in broad terms, not in details. They 
are slowly assimilating a new idea, 
getting the “feel” of a new prob- 
lem. Their éfforts in the past, di- 
rected mainly toward the control 
of communicable diseases by pre- 
vention, now include control by 
treatment. There are many who be- 
lieve with reason that emphasis will 
shift rapidly to include non-com- 
municable diseases. 

Mortality is a good criterion of 
need. Among the 10 leading causes 
of death less than half are com- 
municable diseases, and some of 
them did not receive much atten- 
tion of health departments in the 
past. It is to be expected, therefore, 
that on the basis of first things first, 
health department interests and ac- 
tivities will break out of old time 
boundaries. 

Larger appropriations for official 
health agencies are speeding this 
metamorphosis. For example, in the 






prewar years 1935-40 state pneu- 
monia control programs grew from 
none in 1935 to 14 in 1940. There 
were three state cancer control pro- 
grams in 1935; 16 in 1940. There 
were 15 state dental control pro- 
grams in 1935, 38 in 1940; 762 coun- 
ties under full time health depart- 
ments in 1935 increased to 1,577 in 
1940. 

In some cases hospitals can con- 
tribute to health programs. In other 
cases health authorities can promote 
more adequate and better hospital 
service. 

It is well to stress the importance 
of greater participation by hospital 
administrators in all community 
health projects. 


Immunization against smallpox, 
diphtheria, and whooping cough 
will continue to be necessary in all 
communities. Fairly successful com- 
munity levels of immunity are often 
attained through the efforts of pub- 
lic health personnel. Communities 
rarely maintain adequate immuniz- 
ation unless there is an organized 
program. Hospitals may or may not 
be called upon to assist. Factors 
which tend to bring about inclusion 
of hospitals are: (1) physicians’ 
offices in hospitals; (2) public 
health clinics in hospitals; (3) 
health department headquarters or 
branches in hospitals; (4) hospital 
administrators on community health 
planning committees. 

Although these things may de- 
velop, at present they are not com- 
mon. In general, we conclude that 
hospitals are now only incidental to 
the immunization programs, but as 
hospitals become in fact community 
health centers, there should be in- 
creased participation. 

Public health agencies have been 
hesitant in using hospital labora- 
tories in official programs because 
there has been little standardization 
of their quality of service. Health 
agencies could help to standardize 
the quality of work done in hospital 
laboratories for those administra- 
tors who wish to accept such service. 
The benefit to a community of 
officially acceptable diagnostic lab- 
oratory services locally available is 
readily apparent. 


Other diagnostic services for 
which health authorities should 
naturally turn to hospitals are in 
tuberculosis, cancer and cardiovas- 
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cular diseases. Granting that diag- 
nosis is a medical function, com- 
plete diagnosis involves apparatus 
often readily and economically 
available only in hospitals. What- 
ever local arrangements are worked 
out with the professions involved, 
it would appear to be to the ad- 
vantage of the patient, the medical 
professions and hospitals to assure 
hospitals an important part. 


Missing an Opportunity 


It seems that health authorities 
and hospital administrators have 
both missed one opportunity for 
betterment of community health, 
and either one might have made the 
suggestion if there had been an 
awareness of the other’s potentiali- 
ties. In the diagnosis of tuberculosis, 
for example, a routine x-ray of the 
chests of new hospital admissions, 
followed by a report to the health 
officer of all suspected cases and in- 
tensive follow-up by him of con- 
tacts would materially reduce the 
number of undiagnosed cases in any 
community within a few years. Even 
in the past the not inconsiderable 
expense might have been met by 
community resources mobilized 
through the joint efforts of hospi- 
tals and health departments. The 
use of small film equipment in the 
future will greatly reduce the cost 
of such a program. 


Cancer control programs will be 
expanded, probably through estab- 
lishment of qualified diagnostic lab- 
oratories. Forward-looking adminis- 
trators and hospital associations 
must cooperate with official agencies 
so that full use will be made of the 
hospitals. 


The National Committee on 
Physical Fitness was enlarged re- 
cently to include equal representa- 
tion by the American Medical Asso- 
ciation. A fairly complete physical 
examination is almost sure to pre- 
cede training and, if the program is 
carried to a logical conclusion, a 
wide open span of life will be in- 
cluded. A natural outcome would 
be increased emphasis on periodic 
physical examinations. If, as has 
been estimated, an annual examin- 
ation of each individual would re- 
quire half the time of all the peace- 
time practicing physicians, the use 
of various specialized types of equip- 
ment, and some standardization of 
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procedure, then hospitals as health 
centers may be called upon to 
furnish part of the plant, equip- 
ment and personnel. In approach- 
ing the question of large-scale ex- 
aminations, due consideration must 
be given to the relative advantages 
and disadvantages of programs con- 
ducted in physicians’ offices, schools, 
industries and hospitals. 

At this place it may be well to 
develop another important point. 
Hospital administrators could “sit 
in” much more than they do with 
the health authorities, physicians, 
and community organizations 
which plan and conduct local health 
programs. Many phases of public 
health are rapidly becoming hos- 
pital programs. For years the ad- 
ministrator in his own organization 
has been dealing with diverse 
groups and problems. He is essen- 
tially a coordinator and by experi- 
ence is especially well equipped to 
assist in community planning to 
meet health needs. It will be neces- 
sary for him to take the initiative 
in educating his community and its 
organizations in the importance of 
hospitals in health programs. 


Standard Will Be Set 


Whenever payment is made by 
government, sooner or later mini- 
mum standards of care will be de- 
fined and rules and regulations will 
be formulated. These can be very 
beneficial to hospitals and in any 
event are vitally important to the 
administrator. For example, in some 
states the regulations for the care of 
communicable diseases in hospitals 
are said to be administratively un- 
workable. As a result hospitals can- 
not take communicable diseases. In 
how many instances have hospital 
administrators participated in the 
establishment of the regulations? 
Could the regulations have been 
more practicable if administrators 
had been asked for advice? It would 
be reasonable for administrators to 
make an effort to be a part of the 
planning, and it is definitely up to 
the administrator and to hospital 
associations to promote an under- 
standing of the need for such co- 
operation. 

Most states have licensing re- 
quirements for maternity and nurs- 
ery services in hospitals. In most 
states I venture to say these were 
developed for you, not by you. 











Granting that the decisions are 
often technical and medical or sani- 
tary in nature, there will be a two- 
way benefit if administrators can 
voice their opinions in the plan- 
ning and conduct of the programs. 
If you believe that hospitals ulti- 
mately will be licensed for all forms 
of care, now is the time to obtain 
representation on the planning 
boards and committees. 

A natural corollary to licensing is 
the development of some method 
of evaluating the quality of service 
rendered. In the extent that hos- 
pitals accept payment from govern- 
ment they are subject to appraisal. 
The appraisal of hospitals partici- 
pating in the EMIC program is 
government regulation without li- 
censing. 


Administrators See Value 


That administrators are aware 
of the value of appraisal is evi- 
denced by the voluntary applica- 
tion of several thousand hospitals 
for approval by the American Col- 
lege of Surgeons. Government’s in- 
terest furnishes an additional incen- 
tive to administrators to use the 
professional service accounting 
described in the “Manual of Hos- 
pital Standardization” of the Amer- 
ican College of Surgeons, or other 
suitable accounting systems so that 
they may determine the quality of 
service in their hospitals. 


Public authorities, though inter- 
ested in individual cases, must think 
of mass needs and results. For ex- 
ample, when considering the prob- 
lem of prematures, their attention 
will be focused upon the total serv- 
ice available in a given geographical 
area. This may result in a decision 
to subsidize a few hospitals for pre- 
mature care. Ambulance service to 
carry prematures to the regional 
centers may be established. Super- 
vision is sure to follow. Regional 
specialization will not be limited to 
prematures. Since these plans re- 
quire participation of hospitals, 
they should be developed with the 
assistance of the administrator. 


The present trend is to stress the 
advantages of general hospitals for 
the care of many conditions previ- 
ously treated in special institutions. 
Hospital authorities might well 
crystallize their ideas in this respect, 
inform their membership and inter- 
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pret their conclusions to the vari- 
ous planning bodies. It appears 
axiomatic that health programs in- 
volving hospitals should be built 
on sound principles of hospital ad- 
ministration. 

Patient follow-up provides in- 
numerable potentials for coopera- 
tion by hospitals with health au- 
thorities. Most administrators ac- 
quainted with the recent Syracuse 
experiment designed to bridge the 
hiatus in patient care between time 
of discharge and return to hospital. 
If this deficit in care is sufficiently 
serious to the welfare of enough 
patients, it will become a problem 
of interest to health authorities. It 
will require health education to be 
successful, and health agencies are 
equipped to conduct educational 
programs in the health field. Hos- 
pitals and physicians will need to 
be informed; demonstrations may 
be required; and plans whereby 
hospital nurses and physicians can 
cooperate with health department 
nurses and physicians will need to 
be developed. Programs for follow- 
up of the sick after discharge from 
the hospital should be _ jointly 
planned by administrators, doctors 
and health authorities. 


Community Is Served 


Many hospitals furnish clinic and 
outpatient service to the commu- 
nity. Many more will do so in the 
future. The value of this type of 
service is greatly enhanced by an 
adequate nursing and social serv- 
ice follow-up in the home. Field 
nurses may be available from health 
departments, visiting nurse associa- 
tions, insurance companies, other 
voluntary or public agencies, hos- 
pitals and clinics. 

If we assume — as we do — that 
the hospital of the future will be 
the health center of the community, 
is it not a prime responsibility of 
the administrator to make avail- 
able to his inpatients and outpa- 
tients all of the services provided 
anywhere in the community? To 
meet this responsibility requires 
extensive knowledge of community 
resources and the highest degree of 
cooperation by administrators with 
all of them. This thought is not 
new, but the extension of such co- 
operation by hospitals to patients 
not in hospitals is worthy of em- 
phasis. 
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One has but to think of such 
things as care of the chronic, the 
staff nurse as an educator, mental 
hygiene and psychiatric programs, 
medical care plans and the po- 
tentials for public education by 
hospitals in nutrition, in maternity 
care, etc., to realize the many areas 
not covered in this brief review. 

The American Hospital Associa- 
tion has been aware of the tendency 
for health department and hospital 
interests to encroach one upon the 
other. Almost no phase of diagnosis, 
treatment or rules and regulations 
for the health of the nation is 
now outside of the pale of interest 
for hospitals. Cooperation has been 
the keynote of hospital-public 
health relationship for many years, 
but the need for cooperation now 
is more important for all concerned, 
including hospitals, than ever be- 
fore. 

The study made in 1927-28 joint- 
ly by the American Hospital Associ- 
ation and the American Public 
Health Association recognized their 
mutual interests and the need for 
cooperation. A statement of rela- 
tionships was formulated. Again, in 
1937, there was an extensive study 
by another joint committee of the 
same organizations. Perhaps this is 
an auspicious time to review rela- 
lationships again and to develop 
new recommendations based on the 
rapidly moving events of the last 
seven or eight years. 


In concluding this paper, I wish 
to stress Once more a most impor- 
tant point: Namely, that planning 
and cooperation at the national and 
state levels, important as it is, is 
not enough. Every hospital adminis- 
trator — busy as he admittedly is — 
has a responsibility to his profession 
to see that his community’s health 
program and his health depart- 
ment’s activities have the benefit 
continuously of his participation, 
understanding, advice and contri- 
bution. 


SUMMARY 


1. Basic public health emphasis 
has changed from time to time. 


2. We are now experiencing the 
latest transition in emphasis. 


3. This changing emphasis cre- 
ates situations in which the work of 
hospitals and health agencies inter- 
locks. 


4. Hospital administrators 
should become acquainted with 
public health philosophy and 
health department functions. 


5.° A few examples of mutual in- 
terest have been cited. 


6. The importance of participa- 
tion by administrators in commu- 
nity health planning and programs 
has been stressed. 


7. Participation is especially im- 
portant at the local community 
level. 








INSPECTION, grading, cutting, 
cooking and carving of meat—a 
lecture and demonstration by Max 
O. Cullen, Vern Olmstead and 
Frank Boles of the National Live 








Stock and Meat Board—was one of 
the outstanding sessions of the 
Third Institute on Hospital Pur- 
chasing held at the Knickerbocker 
Hotel November 13-17. 














hye SMALL community hospital 
sets up outpatient services for 
several logical reasons: 

1. To provide members of the 
medical staff — serving voluntarily 
and in rotation — with adequate 
space, equipment and assistants to 
render medical service free to those 
who are unable to pay for treat- 
ment; 

2. To establish a way station for 
preliminary treatment of patients 
who will later be admitted to the 
hospital and for after-care of those 
discharged; 

3. To unite in partnership the 
physicians, who are contributing 
their personal services, and the pub- 
lic, which maintains the facilities 
and auxiliary personnel for their 
work,.in an organization capable of 
attaining higher standards of med- 
ical care than are readily realized in 
private practice; 

4. To develop among the physi- 
cians a real sense of cooperative 
sponsorship, pooling of skills and 
educational progress; and 

5. To bring public health off- 
cials and nurses and welfare agencies 
into close association and collabora- 
tion in rendering a unified and 
effective service to the wards of the 
community. 

Fundamentally and at their best, 
outpatient departments spring from 
a community desire to help the 
physician bear his traditional bur- 
den of caring for the impoverished. 
They are an extension to the ambu- 
lant among the needy sick of the 
bedside care which the hospital 
affords to the same group. They set 
the attending staff free to deter- 
mine medical needs according to 





From a paper, “Coordination of Community 
Public Health Service Through the Outpatient 
Department with Some Observations on the 
Effect of Outpatient Services on the Utilization 
of Hospital Beds,” presented at the American 
Hospital Association Third War Conference, in 
Cleveland, October 1944. 
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medical judgment and to prescribe 
the course of study and treatment 
to meet those needs as that judg- 
ment dictates, while reserving to the 
hospital as agent of the public the 
responsibility of determining eco- 
nomic need. 

Under competent supervision and 
direction imbued with social vision, 
the outpatient department is com- 
pletely integrated into the admin- 
istrative and professional organiza- 
tion of the hospital. It brings 
physicians into the same fruitful 
relationships of cooperative sharing 
of special capacities that are estab- 
lished by association in the open- 
staff hospital; propinquity and 
working together in a common task 
still perform wonders in deepening 
appreciation. 


Accessibility Is Important 


Ready accessibility to diagnostic 
aids — not only because of conveni- 
ent location but because of freedom 
from expense which the paying pa- 
tient might question — steps up 
clinic service to a level of care sur- 
passing that of single-handed office 
practice. The public health staff 
enters into direct participation. 

Allotted office space in the hospi- 
tal, invited to use the same labora- 
tory and treatment facilities, the 
health officer and his staff nourish 
the outpatient department by dis- 
covering and referring most of the 
cases; take over the chief responsi- 
bility of follow-up into the dis- 
charged patient’s home; work out 
individual programs of further care 
available through specialized agen- 
cies, and conduct or collaborate in 
conducting clinics where treatment 
is the chief means of prevention or 
in others where the distinction be- 
tween preventive and curative care 








grows dim, such as venereal dis- 
eases, tuberculosis, maternal and 
child welfare. 

Interchange of public health and 
hospital records makes for conti- 
nuity of service. The health work- 
ers’ function of public education 
expands its scope in a favorable 
setting of responsiveness to felt 
need. To the degree in which out- 
patient services are produced by a 
meeting of the minds and are able 
to achieve the finest purposes of 
community, physicians, and the 
public health agency, the services 
are firmly grounded. To the ex- 
tent that this informal merger of 
separate forces can pull together 
in triple harness, united by bonds 
of good will and common sense, 
moving toward constantly improv- 
ing standards of care, outpatient 
services become a beneficent institu- 
tion in which the community can 
take just pride. 

The place of the outpatient de- 
partment seems secure enough in 
the teaching hospitals because of 
its importance in instruction of 
medical and nursing students, and 
perhaps, too, in the great metro- 
politan centers of the North, where 
we in the South are led to believe, 
that, medically speaking, half the 
population has been taught to live 
off the other half. 

Elsewhere conditions seem differ- 
ent; the future of outpatient de- 
partments in small community hos- 
pitals is not too bright. Their lacks 
and limitations hang heavy over 
their heads. Unless the ingredients 
are of the right proportion and 
quality, and are mixed properly, 
their product will not bear up 
under the test of usefulness. 

On one side of the triangle, hos- 
pitals, beginning with their boards, 
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become wrapped in an institutional 
outlook wholly centered upon car- 
ing for the acutely ill bedpatient, 
the board’s first duty in truth, and 
a heavy responsibility. On the sec- 
ond side, the health department’s 
first function is defined in statutory 
requirements for activities of a 
clear-cut preventive nature, and its 
staff easily finds its hands full with- 
out looking afield for duties that 
others may be induced to assume, 
and on the third side, the medical 
staff works under the pressure of a 
demanding private business which 
naturally claims major interest. 

A coordination difficult to effect 
under the most favorable conditions 
becomes a travesty of its proper self 
when circumstances are adverse. So 
few hospitals are designed to house 
the health department respectably 
that its cramped and remote quar- 
ters may show scant improvement 
over the basement rooms in the 
courthouse which it formerly oc- 
cupied. 


Many Factors Overlooked 


How many outpatient entrances 
face upon the main street, opening 
to easiest access the doors used by 
most of the sick? As for social work, 
little activity worthy of the name 
exists in small places, and clinic 
care is necessarily detached from 
the life situation, unillumined by 
understanding of the social and eco- 
nomic conditions out of which a 
particular illness arises. Moreover, 
medical service is compartmental- 
ized, and the whole patient is over- 
looked. 

For some of the most common 
needs, as in dentistry or psychiatry, 
scant if any provision is made. The 
objective of ministering to the con- 
servation of health is conspicuously 
absent: In what outpatient depart- 
ment are periodic examinations of 
apparently well adults scheduled in 
a program designed to keep them 
well? Or where, outside a tumor 
clinic, can the middle-aged receive 
reasonably authoritative assurance 
of freedom from the insidious at- 
tack of cancer? 

Under stress of a crowded day or 
a chronic shortage of doctors, the 
house staff and nurses are left to 
carry on as best they can. In the hos- 
pital content to regard itself as only 
a workshop for the doctor, the out- 
patient department is likely to be 
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diverted from its true purposes by 
medical pressure exerted at times 
unwisely. Public policies may also 
promote incoordination. Since out- 
patient medical services go only 
part way in that they infrequently 
provide physician’s visits to the 
patient’s home, for that necessary 
service the governing body often 
authorizes modest fees or pays a 
minimum salary to private practi- 
tioners from public funds. Health 
department practice also tends to 
weaken outpatient services as a 
voluntary staff activity by payment 
of physicians for part-time attend- 
ance at clinics. 

The outcome of such handicaps 
is that the outpatient department 
becomes a stepchild, a thing to be 
tolerated, a convenient excuse to 
lull the consciences of public and 
profession into covering up defici- 
encies in the care of the commu- 
nity’s dependents. Even worse, and 
more common in the less populous 
and less wealthy areas, the commu- 
nity hospital accepts no obligation 
for outpatient care, or the commu- 
nity accepts no responsibility for 
a hospital, and the institution mas- 
querading under that name is a 
kind of closed shop motivated large- 
ly by economic self interest. 

But deep down at the grass roots, 
the outpatient department has a 
basic and fatal weakness, though 
it be ever so favored as the focus 
of constructive activities of physi- 
cians, hospital and public health. 
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Patients, at least those in the rural 
South, dislike charity clinics, just 
as they are reluctant to seek admis- 
sion as charity patients in hospital 
beds. They swallow health depart- 
ment clinics more easily, because 
many are freely open on equal 
terms to all, of whatever economic 
level, and in others merely nominal 
attention is paid to requirements 
of indigency. 


Glad to Pay Way 

They have proved their dislike 
by thronging back into private 
physicians’ offices to pay their way 
as soon as fair wages could be 
earned again. Their quick and 
cheerful conversion to assumption 
of expenses they might have con- 
tinued to avoid has cut the depres- 
sion peak of outpatient visits in 
half. Even in hard times they 
proved the fact by clinging to their 
family doctor relationship; they 
were stiff-necked in their inde- 
pendence, knowing their medical 
indigency was temporary only, and 
they wanted none of your specialist 
who is a doctor of diseases in the 
stead of the doctor who had served 
the family as advisor in all troubles, 
medical and other, for many years. 

They resent the fact that the 
community, however meager its 
provisions for care of the destitute, 
shields itself from coming to grips 
with their problem under an atti- 
tude of “What more do you want? 
Don’t we take care of you anyhow?” 
The answer is inarticulate and 
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negative; the poor simply get along 
without care. Pain must be rack- 
ing to down their pride. Charity is 
not enough. 


On this stage of present health 
services advances a new and shining 
figure. Social security is the herald 
of what is to come, a vision of hope 
for those who know their single- 
handed struggle is unavailing 
against the hazards of loss of work 
or loss of capacity to work because 
of sickness or accident. As public 
demand rises, commercial and in- 
dustrial associations rush to the 
band-wagon. 


In the recent presidential cam- 
paign both parties paid deferential 
respect to social security; one can- 
didate called for a fully effective 


system to protect the health of all | 


the people, and the other took his 
stand in advocacy of a new bill of 
rights — one of which is “the right 
to adequate medical care and the 
opportunity to achieve and enjoy 
good health.” 


“Right” Is the Key 

The word “right” is a key to un- 
derstanding the aspirations of the 
people. Their effort to establish 
health rights is not directed toward 
government at first, but appears in 
collective private enterprises and in 
voluntary assumption of social re- 
sponsibilities. The public concern 
and the public willingness to pro- 
vide financial support for health 
movements are manifested in the 
tremendous amounts contributed 
to combat tuberculosis, cancer and 
polio, as well as to build and main- 
tain voluntary hospitals. 


When under the lash of a des- 
perate financial plight the hospitals 
themselves led in constructive at- 
tack, the public was quick to em- 
brace the device of voluntary 
budgeting for hospital bills, and to 
lesser degree for the expenses of 
medical care. Here is introduced 
a new element of public planning 
to meet health needs and a volume 
of support that rivals in growth and 
potential importance even govern- 
ment’s expenditures for health. 

This approach to securing rights 
to health service is still so sharply 
limited in scope that its greatest 
contribution to date is to whet the 
public appetite for more and to 
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teach a lesson of cooperative and 
voluntary action for the general 
good that will not easily lapse into 
discard. The method is ready now 
for rapid extension: every Blue 
Cross plan that has raised its 
charges and liberalized benefits 
knows of the subscribers’ willing- 
ness to pay more to get more. 


Only time can tell whether our 
voluntary organizations will perfect 
their present awkward and inade- 
quate instruments quickly enough 
to exploit the territory that lies 
beckoning before them, or whether, 
by proving that universality of pro- 
tection depends upon compulsion, 
they will merely pave the way to 
revolutionary governmental action. 
That kind of action is certain if it 
is needed, but it will come only as 
a last resort. 


The device of prepayment, which 
in one form or another is incorpo- 
rated as an essential element of 
every proposal for distributing 
comprehensive health services, 
opens vast possibilities of coopera- 
tion between public health and 
hospitals. The preventive element 
present in hospital care of the 
acutely ill is magnified as hospital 
services are more widely distributed 
and hospital facilities are placed 
within ready access to help in the 
maintenance of health before the 
actual onset of disease. 


What Better Means 


By what other means can _ hos- 
pitals join so quickly with public 
health in tuberculosis case-finding 
as by routine chest x-rays? By what 
other means can the physical de- 
fects of school children be so 
promptly remedied, or their neg- 
lected teeth cared for? Instead of 
preventive services branded by com- 
petent authority as “grossly insufh- 
cient,” conservation rather than 
restoration of health will become, 
when prepayment is general, the 
chief aim of all the health pro- 
fessions. 

Prepayment joins with public 
health, hospital, and medical prac- 
tice as the fourth pillar in the broad- 
ening base of partnership com- 
prising the community’s organiza- 
tion of total health resources. Into 
the hands of public health officials 
it places a ready made instrument 
which they themselves might have 





had to fashion; for, if it is a duty 
of the health department to see to 
it that patients needing hospital 
care can get it, even though that 
means arousing the community to 
build a hospital, if it is a duty of 
the health department to arrange 
for some beds to be set aside for 
communicable disease cases, if it 
is a duty of the health department 
to perfect a form of community 
support which will permit the hos- 
pitalization of indigents, then it is 
truly a public health function to 
promote the extension of prepay- 
ment, by which all these responsi- 
bilities may be discharged at one 
stroke. 


Serve All the People 


Indeed, since public health 
officers must have at heart the 
health of all people, theirs is the 
agency most concerned—even more 
than hospitals, physicians, nurses, 
dentists or druggists — with the ex- 
tension of rights through prepay- 
ment, for prepayment is designed 
less as the convenience it now is 
by which the moderately well-to-do 
and comfortable may more easily 
take care of their bills, than as a 
means to distribute services to 
those who have been denied them 
because they dwell in the economic 
borderland. 


The outpatient department of 
standard content and value, assum- 
ing that some agency may begin 
to evaluate such departments under 
the standards developed by the 
American Hospital Association and 
the American College of Surgeons, 
is one step toward discharging the 
hospital’s responsibility to play its 
part in preventive medicine; but 
the goal of extension of voluntary 
budgeting puts squarely up to the 
outpatient department, and_ the 
other charity service in and out of 
the hospital, the primary function 
ascribed to government in the 
French aphorism, that of preparing 
for its own demise. 


The charity program represents a 
step in progress toward health, but 
only a step. It is an out-moded con- 
cept of health care not to be con- 
doned one minute longer than 
necessary, if the quality of Ameri- 
can self-dependence is to escape a 
process of watering down and wast- 
ing away. 
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For Satisfactory Relationship with Federal Agencies 


HROUGHOUT THE YEARS there 

have been. much argument and 
many differences of opinion on the 
question of payments to hospitals 
on the part of the federal govern- 
ment for services rendered to pa- 
tients whose care the government 
accepts as its responsibility. In the 
last two years this whole question 
has assumed headline proportions 
in hospital relationships with the 
federal government by reason of the 
fact that the Children’s Bureau of 
the Department of Labor has seen 
fit to inaugurate a policy of paying 
hospitals for the care of certain de- 
pendents of servicemen and for the 
care of crippled children on a cost 
basis. A review of the situation may 
be helpful. 


Varying Methods Used 


A survey of the federal agencies 
reveals that approximately 14 have 
found need for the services of civil- 
ian hospitals in the past, and each 
has followed its own method of 
contracting for such services. The 
agencies are divided into two 
groups—those which operate their 
own hospitals, and those which do 
not, as enumerated in the accom- 
panying table. 

It should be obvious that we are 
justified in attempting to bring 
some degree of uniformity into our 
dealings with both federal and local 
governments. Success in dealing 
with the federal agencies on this 
question should lead eventually to 
uniformity on the state and local 
levels. Present methods of payment 
needlessly complicate the account- 
ing procedure because of the many 
types of contracts in force. Such 





From a paper, “Federal Purchase of Hospital 
Service,” presented at the American Hospital 
Association Third War Conference, in Cleveland, 
October 1944, 
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complications tend to increase costs 
and in general lead to much con- 
fusion. Furthermore, any system of 
reimbursement that pays the hospi- 
tal less than its actual cost is inde- 
fensible from any angle. 

Hospitals have traditionally set 
their ward rates at figures which in 
many instances represent less than 
actual cost, thus distributing char- 
ity to those in need without embar- 
rassment to them. Such ward rates 
usually have been considered estab- 
lished rates and have been available 
to the general public in many in- 
stances. 

It is doubtful, however, if such 
local charity was ever intended for 
national distribution. The various 
governmental agencies have taken 
advantage of this situation in the 
past and have insisted that they can 
find no justification for payments 
to hospitals that are in excess of es- 
tablished rates regardless of cost. 


Hospitals Are Responsible 


The hospitals—rather than gov- 
ernment — are responsible for this 
situation since they have not made 
cost the major consideration in set- 
ting their rates. One of the main 
reasons why they have not done this 
is because they have not known 
what their costs were, due to the 
fact that their accounting systems 
have been inadequate. If we hope 
to make progress with the various 
agencies of government in securing 
adequate payment for our services, 
we must have adequate accounting, 
and in the interests of efficiency our 
accounting must be as nearly uni- 
form among hospitals as it is possi- 
ble to make it. 





Federal hospitals fall into two 
groups with respect to the manner 
in which they may deal with pay- 
ments to hospitals. On the one 
hand, such units as the Rehabilita- 
tion Service and the Children’s 
Bureau operate through grants-in- 
aid to the various states and their 
dealings are with state agencies 
which in turn contract with the 
hospitals of the respective states. 


Some Contract Directly 


On the other hand, a number 
of federal bureaus, including the 
United States Employees’ Compen- 
sation Commission, the Veterans 
Bureau, the United States Public 
Health Service and the Office of 
Civilian Defense contract directly 
with each hospital under fairly 
rigid statutory control. They are 
allowed to pay no more than the 
going rates for the general public 
as the established rates of the hos- 
pitals with which they deal. 

It is quite evident that legal diffi- 
culties stand in the way of uniform 
methods in the federal purchase of 
hospital care on the reimbursable 
cost basis inaugurated by the Chil- 
dren’s Bureau and adopted by the 
Physical Rehabilitation Section of 
the United States Office of Voca- 
tional Rehabilitation. The implica- 
tions of this situation are obvious. 
Hospitals must know their costs 
and must base their rates on costs 
in their dealings with the public as 
well as with federal bureaus. Per- 
haps our efforts will have to focus 
on the hospitals themselves rather 
than on federal bureaus. 

The Children’s Bureau program, 
which we have come to regard as a 
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Federal Agencies That Operate Their 
Own Hospitals 


1. Veterans Administration: Under this agency payments are 
made to hosp‘tals on the basis of individual contracts, The tates 
range from $1.25 to $7 per diem for ward service including 
bed, board, routine drugs and laboratory service with extra pay- 
ments for additional special service based on an established fee 
schedule. 

2. United States Public Health Service: This agency contracts 
with private hospitals for the hospitalization of members of the 
Merchant Marine. Contracts are made with the individual hos- 
pitals. Rates vary from $2 to $6.75 per diem plus extras, ac- 
cording to agreement. 

3. United States Army: Members of the armed forces mav be 
hospitalized in civilian hospitals in case of emergency pending 
transfer to any Army hospital or other federal facility providing 
they become ill or are injured while on furlough or while they 
are travelling in line of duty. Bills are submitted on the estab- 
lished rate basis. 

4. United States Navy: In an emergency and in the absence 
of appropriate federal facilities, naval personnel on leave or lib- 
erty in excess of 24 hours may be hospitalized in civilian hospi- 
tals subject to transfer to a federal facility when medically feas- 


ible. Naval personnel on leave of absence must pay their own bills. 
Marine Corps and Coast Guard personnel are included in this 
category. Bills are submitted on the established rate basis. 

5. Department of Interior: (a) Office of Indian Affairs—This 
agency contracts with individual non-federal hospitals presumably 
at lowest rates available. 

(b) War Relocation Authority—This Agency is concerned with 
the care of Japanese evacuees from the West Coast areas. Rates are 
based on contracts with local non-federl hospitals. These contracts 
generally run for three months. 


Federal Agencies That Do Not Operate Their 
Own Hospitals 


1. Federal Security Agency: (a) Office of Vocational Rehabili- 
tation—This is a federal-state program in the operation of which 
grants are made to the states on a 50-50 matching basis. The work 
of this agency was described in a special bulletin which accompa- 
nied Wartime Service Bulletin No. 27 issued March 31, 1944. Its 
services were further described in Wartime Service Bulletin No. 29 
issued on April 21, 1944, and in Bulletin No. 39 issued on Septem- 
ber 2, 1944. The federal Office of Vocational Rehabilitation pur- 
chases hospital care by the same method as that used by the Chil- 
dren’s Bureau of the United States Department of Labor in. its 





possible pattern for all federal 
agencies, has been operating since 
April, 1943 and it has been looked 
upon as an experimental as well as 
a developmental effort. Members of 
the Joint Conference Committee of 
the three national hospital associa- 
tions talked over the plan and cer- 
tain hospital people were consulted 
as individuals in regard to it. The 
whole program, however, was 
worked out without official consul- 
tation with the American Hospital 
Association, but with the help of a 
Children’s Bureau advisory com- 
mittee which was made up in part 
of members of the Association who 
were invited to participate in the 
discussions. 


Rates Under Study 


The matter was finally referred 
through Association channels to the 
Council on Government Relations 
of the American Hospital Associa- 
tion, and along with it, the whole 
question of federal payments to hos- 
pitals. This resulted in the appoint- 
ment of a subcommittee of the 
Council on Government Relations 
to give special attention to such 
matters. This subcommittee is 
known as the Committee on the 
Federal Purchase of Hospital Serv- 
ice. 


In its deliberation this subcom- 
mittee has considered a number of 
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possible methods of payment by 
federal agencies to hospitals, includ- 
ing the cost basis, the established 
rate basis, inclusive rates, a system 
of rates fluctuating with the index 
of the cost of living, and uniform 
rates for a given community based 
on the findings and decisions of a 
committee of hospital accounting 
experts from the community. No 
matter which method is studied or 
advocated all seem to gravitate back 
to the cost principle somewhere 
along the line, so the committee 
agreed that the cost basis might just 
as well be adopted in the first place. 


Individual Basis Approved 


The committee believes ‘that the 
principle of paying different rates 
to hospitals on the basis of individ- 
ual hospital costs for the most part 
is fair and it believes further that 
costs should include a percentage 
allowance for the use of capital. On 
September 14, 1944, the committee 
met with representatives of the vari- 
ous federal agencies involved for 
the purpose of discussing the whole 
problem. There are many techni- 
calities and legal barriers in the 
situation. It will take a long time 
to iron them out even if it is found 
that they are surmountable. An en- 
tirely different approach to the 
problem may have to be worked 
out. 


A number of objections to the 
original formula of the Children’s 
Bureau was discovered in the course 
of the first year of its operation and 
at a meeting in’ Washington on 
March 15 and 16 of last year these 
objections were discussed and rem- 
edies suggested in the way of 
changes. Numerous objections to 
the method of calculating ward 
costs at 85 per cent of per capita 
per diem costs were raised. For the 
most part these had to do with the 
widely varying ratio of ward beds 
to total beds. 


Adopt Sliding Scale 


It was argued that it was obvi- 
ously unfair to compel the hospital 
which had 95 per cent of its beds 
in wards to figure its' ward cost at 
85 per cent of its per capita per 
diem cost and then allow the hos- 
pital which had only 5 per cent of 
its beds in wards to figure its ward 
cost on the same basis. To correct 
this inequity a sliding scale for 
computing ward cost was inserted 
into the 1944 formula which takes 
into consideration the variations in 
number of ward beds in various 
hospitals. 


The ward is also defined as an 
accommodation having two or 
more beds. This offers a slight ad- 
vantage in that it places more beds 
in the ward category, thus allowing 
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maternal and its child health and crippled children’s programs. 

(b) Office of Civilian Defense—The Office of Civilian Defense 
pays for medical care and temporary hospitalization necessitated 
by enemy action in the case of civilian volunteers injured in line 
of duty. Payment is at prevailing rates, and when applicable, in 
accordance with the states’ employers’ compensation rates which 
generally provide for ward care. In most instances a rate of $5 per 
diem seems to have been used to comply with the federal Board of 
Hospitalization rates which presently are fixed at that level. 

(c) Social Security Board—Under the titles of the Social Secur- 
ity Act state public welfare departments receive funds for the oper- 
ation of their public assistance programs. These are administered 
under state supervision, but at the local level. Hospitals are paid 
according to a predetermined fee schedule agreed upon in the com- 
munity. Rates are usually inclusive, allowing for ward service and 
minimum routine care. 


2. Department of Labor, Children’s Bureau: This bureau has in- 
augurated what is familiarly known as its Emergency Maternity and 
Infant Care program which pays hospitals for their services accord- 
ing to a formula on a “reimbursable per diem cost basis.” This is a 
grant-in-aid program in which federal funds are matched with state 
and local funds. It operates at the state level. Wartime Service Bul- 
letin No. 14, issued on September 11, 1943, describes this plan in 
detail and Wartime Service Bulletin No. 28, issued on April 21, 
1944, enumerates changes in the program which became effective 





on July 1, 1944. Wartime Service Bulletin No. 39, issued on 
September 2, 1944, further supplements the information that 
has been made available to the hospital field. 

3. Department-of Agriculture: (a) Farm Security Adminis- 
tration—This agency loans money to farmers who in turn sub- 
scribe for group hospitalization and medical care insurance as 
recommended by the Farm Security Administration. Rates to 
hospitals are usually the “going ward rate” charged to all pa- 
tients. This plan operates at the local level. 

(b) War Food Administration—The Office of Labor admin- 
isters a farm labor program which is concerned with migratory 
farm workers and transported foreign workers engaged in food 
production. Hospitals deal with divisional health associations 
and are paid on a prevailing rate basis. 


4. United States Employees’ Compensation Commission: Un- 
der this agency hospitals are paid established ward rates plus 
extras according to a schedule furnished by the commission. 

5. Army Emergency Relief: This agency pays or did pay per 
capita per diem cost for the first three days of care and 85% of 
the per capita per diem cost for additional days of care. More 
recently the Red Cross has taken over some of the functions of 
this agency. 

American Red Cross: This is a quasi-official organization 
although not an official agency. It usually arranges rates with 
each hospital on the basis of established ward charges. 





some hospitals to figure ward costs 
at a higher rate than would be the 
case if the old definition of wards 
as those accommodations housing 
four or more patients were used. 


Another objection to the Chil- 
dren’s Bureau formula is that it is 
figured on the basis of adult days 
only, infant days being left out of 
the calculations entirely. Cleveland 
and New York studies have shown 
that the cost of caring for an infant 
amounts to about 25 per cent to 30 
per cent of the cost of caring for an 
adult. 


Includes Newborn Care 


On this basis it is argued that 
per capita per diem cost should be 
figured on a patient day total which 
includes adult days plus one-fourth 
of the newborn days and that pay- 
ment for the care of a mother and 
child should be at the rate of one 
and one-quarter times the per 
capita per diem cost. It is true that 
hospitals are being paid a slightly 
higher rate for the care of mothers 
than would be the case if newborn 
days entered into the calculations 
and it is also true that babies re- 
maining for further care after the 
mother is discharged are paid for 
at the adult rate. 


These two facts tend to offset to 
some extent the losses incurred by 
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reason of the fact that no payment 
is made for the care of a newborn 
baby during its normal stay in the 
hospital, but it should be remem- 
bered that we are trying to set uni- 
form rates for all federal agencies 
and it isn’t quite fair to the other 
13 agencies to ask them to pay the 
higher rate which is encountered 
when adult days only enter into per 
capita per diem cost determina- 
tions. 


Some hospital administrators may 
wonder about the necessity of em- 
ploying the complicated method 
which is used in figuring per capita 
costs for different institutions. Per- 
haps they do not see the reason for 
the various deductions that are 
made from costs as set up on their 
books before figuring costs that are 
to be applied to the Children’s Bu- 
reau cases. For the most part, all 
these calculations have to do with 
the elimination of double charges 
that would be levied for services if 
these deductions were not made 
and with the elimination of costs 
not properly chargeable and neces- 
sary to the actual care of patients. 


Charity for Industry? 

In connection with efforts that 
have been made to establish a uni- 
form method in paying hospitals, 


the fixing of ceilings at the state 
level has caused serious dissatisfac- 
tion. In Ohio, for example, the in- 
dustrial rate ceiling was fixed for 
1944 at $6.75 per day and this is 
practically an all-inclusive rate. 
Probably none of the important 
hospitals in the larger centers of 
the state have a cost as low as this, 
yet they are forced to extend their 
charity to industrial firms that are 
able and willing to pay costs or 
better. 


Difficulties Are Inherent 


Certain difficulties are bound to 
be encountered in the application 
of any uniform plan of reimburse- 
ment to hospitals on a nationwide 
basis for the very simple reason that 
it is hard to please the hospital 
people of 48 different states, each 
of which may have its own peculiar 
problems. , 


A greater problem is posed how- 
ever, by the previously mentioned 
lack of uniform accounting among 
hospitals. The Children’s Bureau 
is finding it exceedingly difficult to 
determine what the exact costs or 
even the approximate costs of many 
institutions are. Any hope for uni- 
form methods of reimbursement 
must rest upon hospitals learning 
to talk the same accounting lan- 


guage. 
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FORETHOUGHT PAYS 
In Keeping Personnel Happy 


S PRESIDENT of the Hospital Asso- 
A ciation of California, I have 
had the opportunity of talking to 
many superintendents of small hos- 
pitals about our common problems 
and I have come to the conclusion 
that the secret of a satisfactory per- 
sonnel problem is centered in a 
good employee-employer relation- 
ship. This is the most important 
single factor in the smooth running 
of a small hospital. 

I am going to presume on your 
interest to demonstrate my point 
by speaking from personal experi- 
ence. The ideas carried out in our 
hospital along the line of employee- 
employer relationship are by no 
means all original. Our engineer 
has been with us 17 years; the head 
chef, 16 years prior to enlistment 
in the Navy; the second chef, nine 
years; porter, 16 years; surgical por- 
ter, 18 years; head of the linen 
room, 19 years; head of laundry, 
13 years; laboratory technicians, 13, 
nine, eight and seven years respec- 
tively; night supervisor, 18 years; 
surgical supervisor, eight years; as- 
sistant supervisors, seven and six 
years respectively; maternity de- 
partment nurses, 13, nine and eight 
years respectively; superintendent 
of nurses, eight years; assistant su- 
perintendent of nurses, seven years. 

Salary has not been the most in- 
fluential feature of these long per- 
iods of employment as during the 
past two years, with one exception, 
all of these people have on several 
occasions been offered more money 
elsewhere. 

Many of you, no doubt, are 
thinking that these employees must 
have gone stale on the job. We 
have not found this to be true. I 
firmly believe that there are em- 
ployees who are old on the job in 
3o days while there are those who 
are valuable and continue to con- 
tribute to the institution even after 
30 years. This is dependent on both 

From a paper, “Development of Personnel in 
the Small Hospital,’’ presented at the American 


Hospital Association Third War Conference, in 
Cleveland, October 1944. 
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the employee and the institution 
but the institution must give the 
most because in the last analysis, it 
gets the most. 

To help department heads keep 
abreast of the times during normal 
conditions it was the policy of this 
hospital to allow and encourage 
them to.spend one day each month 
visiting other hospitals. They were 
sent to conferences and association 
meetings throughout the state, and 
occasionally to sectional meetings 
outside of the state. The expense 
and time for these visits were ab- 
sorbed by the hospital. 

The stimulation of exchanging 
ideas with others at these meetings 
produced noticeably better work in 
their departments. Furthermore, 
while serving at these meetings as 
representatives of their hospital 
their sense of pride in the institu- 
tion was increased. Whenever pos- 
sible, especially with female em- 
ployees, this day of visitation was 
timed with the day off, thus giving 
two days away from work. 

Nurses and hospital personnel 
have problems of illness as do the 
employees of any business. We have 
never had any rigid rules about 
sick leave, especially if the employ- 
ee is confined to the hospital. In 
some instances, illness has lasted as 
long as go days, and if the em- 
ployee had been in the service of 
the hospital for two years, there 
has been no deduction in salary. 

The medical staff voluntarily 
ruled that it would not charge for 
professional services to any em- 
ployee who had served for three 
months. The doctors have never 
been imposed upon because of this 
gratuity. All employees are mem- 
bers of the Blue Cross plan. 

Regular meetings of department 
heads with the administrator have 
given him an excellent opportun- 
ity to present and discuss new ideas. 
Furthermore, the department heads 








rightly feel that they have a part in 
the operation of the institution. 
The presence of all department 
heads at a single meeting with the 
administrator acting as discussion 
leader has greatly simplified the 
smoothing out of difficulties devel- 
oping between departments. The 
meetings are held frequently so 
that friction is not permitted to 
exist long enough to create a situa- 
tion which gets out of hand. 

Meetings are brief so as not to 
become tiresome. Probably most of 
these meetings cannot be con- 
sidered brilliant affairs, but they 
do serve the purpose of affording 
an opportunity to sit down and dis- 
cuss in a quiet, intelligent manner 
problems concerning the institu- 
tion as a whole. 

Heads of departments, especially 
nurses and technicians are notified 
in advance of the programs of the 
monthly medical staff meetings and 
are invited to attend any which are 
of interest to them. Their monthly 
attendance over the past decade has 
been most gratifying. Symposiums 
on the sulfonamides and penicillin 
have given the nursing staff an op- 
portunity to learn the uses and ad- 
ministration of these new drugs 
thereby enabling them to carry out 
doctors’ orders more skillfully. 

Medicine and surgery always 
make tremendous strides during 
a war. New treatments and surgical 
techniques are developed which 
are often revolutionary. For that 
reason, plans are now being worked 
out to send the department heads 
in the laboratory, surgery, mater- 
nity and general nursing depart- 
ments for at least three months of 
post-graduate work—all expenses to 
be absorbed by the hospital and 
the employees to receive their reg- 
ular salaries. The time allotted for 
this post-graduate work will be 
based principally on the length of 
employment in the hospital. 

We have always employed paid 
nurses’ attendants. During the pres- 
ent help shortage these young wom- 
en have given excellent service. A 
teaching program has been con- 
ducted for them under the direc- 
tion of the superintendent of 
nurses. It is thorough and adequate 
enough to prepare them for many 
responsible duties. 

Teaching programs are also car- 
ried on for laboratory apprentices 
and also dietary and housekeeping 
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department workers. As to the nec- 
essity' of training dietary depart- 
ment heads in personnel manage- 
ment, there is no single department 
in a hospital more in need of tact 
and good management than the 
kitchen. More money is spent in 
this department than in any other, 
and pleasant relations with the 
cook are essential to good food. 

There have been many simple, 
even homey customs in this institu- 
tion which have given pleasure to 
the employees. Each girl who mar- 
ries is given as a wedding present 
a woolen blanket. Birthdays are 
remembered with special cakes, and 
vacations are often celebrated with 
going-away parties. 

The annual Christmas party is 
always a social success. A large, 
beautifully decorated tree is set up 
in the employees’ dining room. 
Everyone is remembered and there 
is a ceiling price of one dollar on 
gifts given by one employee to 
another. The institutional gift of a 
small check is given every employee. 
Simple, attractive refreshments are 
served at an early hour so that 
everyone can go on to his Christ- 
mas preparations at home. 

Throughout the year, employees 
are given the same food as the pa- 
tients. Good food does much to 
make contented workers. Employees 
are encouraged to eat at the hospi- 
tal on their days off and are also 
encouraged to bring guests and vis- 
iting members of their families for 
meals at no additional cost. 

During normal times, a semi- 
annual theater party was given at 
the show of the employees’ choice. 
For the past year a monthly news 
letter about activities in the hos- 
pital has been mailed every em- 
ployee and medical staff member 
serving in the armed forces. 

Some may call all of this pater- 
nalism—but we call it treating the 
employee as well as we wish him to 
treat us. All will probabiy agree 
that it is good to do these things if 
one has the money. We have found 
over many years that all of this has 
been cheap at the price. Lessened 
turnover, and the good spirit which 
it helps to create has paid dividends 
to the institution. 

I have always maintained that in 
a hospital the employee is much 
happier if the majority of the pa- 
tients are satisfied. If the patient 
feels that he is being cared for in 
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a good institution, he is more cheer- 
ful and easier to care for. A well 
appointed, quiet ward or room, a 
comfortable bed, and good food 
certainly help a patient’s disposi- 
tion. He doesn’t feel completely 
out of the world if he is able to 
read a morning and evening paper 
as a compliment of the hospital. 

The service to the patient begins 
at the admission desk and it is 
doubtful if the reverberations ever 
end. If he has been satisfied, he tells 
a few of his friends; if he has been 
dissatisfied, he tells everyone who 
will listen. The hospital in a small 
community is quickly and directly 
affected by public opinion, and if 
the institution has a good reputa- 
tion the employee is proud of his 
association with it. 

I once heard Dr. M. T. Mac- 
Eachern asked to define a small 
hospital and as nearly as I remem- 
ber, he stated that there is no such 
thing as a small hospital; that there 
were differences only in the num- 
ber of beds; that there should be 


no difference in the standards of 
service; that the most important 
activity, irrespective of size, was the 
care of the patient. 

Good care cannot be adminis- 
tered to our patients without a well 
developed personnel program which 
creates a congenial atmosphere. 
During these hectic war years it 
has been necessary to curtail some 
of the activities of the institution 
with relation to our employees and 
very often we have not been par- 
ticularly aware of even having a 
program for developing personnel. 
On the other hand, each individual 
with any difficulties—personal or 
institutional—has been free to come 
to the administrator’s office, shut 
the door and get what help and 
advice could be given. 

Things have never been too busy 
and nothing has ever been more 
important than an employee with 
problems. Throughout the years 
this has helped to build an irre- 
placeable loyalty which money can- 
not buy. 





Peru’s health program, like that 
in most of the other 18 countries 
participating in the inter-Ameri- 
can health and sanitation activity, 
is carried on by a special govern- 





ment agency, Servicio Cooperativo 





Inter-Americano de Salud Publica. 


Here a native doctor is shown 
treating a child at rural Tamshi- 
yacu with the assistance of a 
United States nurse, Elizabeth 
Shrinker, assigned to the S.C.I.S.P. 




















What Should America’s 


EX-SERVICE 
DOCTORS 
Expect from the Hospital? 


HERE WILL never be a return to 
‘han good old days before the 
war for any of the soldiers return- 
ing from this conflict. The good old 
days meant peace, which we all 
seek, but it also included Chamber- 
lain, American isolationism and the 
rise of Hitler. No one desires this 
again. 

Nor will hospitals, medicine or 
doctors return to the days which 
have gone forever. After the war— 
and partly or largely because of 
the war and its consequences—doc- 
tors will make new demands upon 
hospitals. Actually the demands will 
arise from the people, and hospitals 
and doctors must collaborate to 
meet them. 

The responsibilities of hospitals 
in this partnership include (1) the 
provision of new tools for physi- 
cians, (2) the continuation train- 
ing of medical officers and (3) the 
education of the public to preserve 
health and utilize existing medical 
facilities. Hospitals must become 
health centers. 

During the war the medical officer 
has had available unlimited sup- 
plies of plasma, penicillin, sulpha 
drugs and whatever he has needed, 
regardless of cost. He has become 
used to the rapid transport of the 
patient to distant hospitals rather 
than attempting to locate hospitals 
wherever there are patients. The 
military physician has been part of 
a highly integrated system of medi- 
cal practice, incorporating aides, 
doctors, first aid stations, emer- 


gency treatment centers and the 


larger hospitals. Thousands of offi- 
cers fresh from medical schools and 


From a paper, “What Should the Returning 
Doctor Expect from His Hospital?’ presented 
at the American Hospital Association Third War 
Conference, in Cleveland, October 1944. 
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short internships will be returning 
to us after the war knowing vir- 
tually no other system than this for 
making medical services available 
to patients. 

Although they will not expect to 
continue as salaried dispensers of 
the art and science of medicine after 
the war, returning officers will, with- 
out question, demand insistently 
that the tools of their profession 


will be provided. Here hospitals . 
have a major responsibility. 


Penicillin Production Soars 


Penicillin production has _in- 
creased at an unbelievable rate dur- 
ing the past year. Ample supplies 
will be freely available through 
regular commercial channels, with- 
out rationing, as soon as military 
needs subside. Plasma, used freely 
in great quantities, has established 
its place in military medicine, and 
we must not expect the returning 
officer to curtail his use of this 
potent weapon in combatting dis- 
ease and death. Hospitals must con- 
tinue to supply plasma liberally. 

There is every evidence that this 
will be done. Perusal of medical 
journals reveals a multitude of re- 
ports from all over the country on 
the organization, operation and 
financing of blood banks. Blood 
and plasma banks have very prop- 
erly caught the popular fancy. Pub- 
lic interest must not be permitted 
to lag and blood bank services must 
be extended further, especially in 
providing convalescent plasma and 
serum for the treatment of the in- 





fectious diseases. Hospitals will play 
an all important part in insuring 
a continuation of the present public 
enthusiasm for blood banks, which 
is essential for their operation. The 
financing of such services must com- 
bine the efforts of patients, the pub- 
lic, the hospitals, physicians and 
the government. 

The modern practice of medicine 
demands hospitals with their equip- 
ment. But if a community lacks 
adequate care the solution need not 
necessarily involve placing a hos- 
pital and physicians in that com- 
munity. The solution can often 
come rather-in carrying the patient 
to the facilities for his care. 

In Iowa, Massachusetts, Michigan 
and elsewhere it has been amply 
demonstrated that good roads and 
busses can be weighed against a 
multiplication of hospitals. If auto- 
mobiles and busses have played a 
large role in providing prewar med- 
ical care we may be sure that pro- 
visions for improved postwar medi- 
cal care which disregard the war- 
time lessons in air transport may 
well result in a plethora of empty 
hospitals in areas without adequate 
medical equipment and personnel. 

The inadequacy of medical care 
in many rural communities will 
never be met by attempting to bring 
physicians, hospitals and equipment 
to the community. Improved care 
must be provided in many instances 
by transporting the patient to the 
health facilities and by the organ- 
ization of outpost or perhaps travel- 
ing clinics for screening purposes. 

It is a mistake to think that mili- 
tary service provides no educational 
opportunities for medical officers. 
Self-reliance in emergencies and co- 
operation in dispensing medical 
care are important lessons to be 
learned. A wealth of clinical ma- 
terial is provided for the officer 
seeking professional improvement. 
The air surgeon has organized ex- 
cellent residencies in air force hos- 
pitals. 

Vice Adm. Ross Mclintire, Navy 
surgeon general, tells of clinics held 
in midocean. In a convoy not in 
trouble, or in a task force on a 
long journey, the medical officers 
in the many vessels of the fleet meet 
at stated times on one of the larger 
vessels. Here are assembled, under 
the direction of competent medical 
officers of higher rank, selected cases 
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of general interest and stubborn 
diagnostic problems encountered in 
any large body of men subject to 
illness or injury. A clinic is held, 
especially for the instruction of the 
younger officers whose hospital 
training has been curtailed. 

In the midst of our efforts here 
at home to produce competent med- 
ical officers at the maximum rate, 
consistent with high quality, there 
is deep concern regarding the future 
continuation training of medical 
officers. Despite the wartime educa- 
tional efforts mentioned we may be 
sure that when the balance is struck 
the debit side will far outweigh the 
credits, in all fields of education. 
In medicine this will be reflected 
in a lower quality of medical care 
after the war unless the challenge 
is met resolutely and wisely. 

Recent graduates are keenly 
aware of their deficiencies. They 
have been compelled to complete 
their training under unfavorable 
conditions. Teaching staffs have 
been depleted while their teaching 
loads have been increased and the 
tempo of education hastened. The 
internship has been necessarily re- 
duced to an inadequate nine 
months. 


See Need of Courses 


Medical educators are likewise 
keenly aware of the necessity for 
providing, after the war, continua- 
tion courses and advanced hospital 
training not only for new genera- 
tions of medical graduates, but for 
the returning medical officers as 
well. 

We already know something of 
the magnitude of the problem. The 
Council on Medical Education and 
Hospitals of the American Medical 
Association early anticipated the 
problem to be faced, and set about 
to meet it, collaborating with hos- 
pitals, American Boards in the spe- 
cialties, medical schools, and most 
recently, the Committee on Post- 
war Medical Services. 

This committee was established 
by the American Medical Associa- 
tion, in collaboration with the 
American College of Physicians and 
the American College of Surgeons. 
Representation is also included 
from the Association of American 
Medical Colleges, the American 
Hospital Association, the Federa- 


tion of State Licensing Boards of 
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. military medical 
practice incorporates 
aides, doctors, first 
aid stations, emer- 
gency treatment cen- 
ters, larger hospitals. 





Catholic 


the United States, the 
Hospital Association, the Procure- 
ment and Assignment Service, the 
Advisory Board for Medical Spe- 
cialties and the Veterans Adminis- 
tration. 

A major project of this committee 
has been a study of the postwar 
educational desires of medical ofh- 
cers being conducted in coopera- 
tion with the surgeons general of 
the Army, Navy and Public Health 
Service. Questionnaires on the post- 
war educational desires of medical 
officers have been sent to all physi- 
cians in all branches of the service. 
Returns are now being received at 
the American Medical Association 
headquarters in great numbers. 
Transferred to punch cards, this in- 
formation will be systematically 
analyzed and given wide publicity, 
so that each state medical society, 
each medical school and each hos- 
pital will be made aware of its 
responsibilities. 

Analyses of the first thousand re- 
turns have been published by Lt. 
Col. Harold C. Lueth, the surgeon 
general’s liaison officer»? and the 
Council on Medical Education and 
Hospitals.* 

The latter report of the council 
indicates that considerable expan- 
sion is required in providing facili- 
ties in all fields, and for periods 
rn from several weeks in re- 


1 


a. A.M M.A. 125:558 (June 24) 1944 
2J.A.M.A. 125:1099 (Aug. 19) 1944 
8J.A.M.A. 126:253 (Sept. 23) 1944 








fresher and review courses, to 
months or years in hospital house 
officerships. It is estimated that the 
number of house officerships will 
have to be nearly doubled after the 
war. Estimates of required expan- 
sion in specific fields is as follows: 


Otolaryngology ..........-.........: 120% 
EET CL 5 ae Ce enna ea. 120% 
Obstetrics & gynecology.......... 110% 
Ophthalmology ......... Sean to eee 90% 
JI GL SS" Sa eee ee ee ae 70% 
Internal medicine .................... 50% 
Orthopedic surgery.................. 50% 
CER ON NOR 0a a oe 50% 
2c. | eee 40% 
D017) Ree Deel eee 35% 
Psychiatry & neurology.......... 30% 


Calls for Joint Effort 


To meet these requirements for 
additional training is a serious re- 
sponsibility which will require the 
continued joint efforts of those now 
working on the problem together 
with foundations, county and state 
medical societies, and every institu- 
tion capable of providing advanced 
training to physicians. 

On the basis of estimated demands 
for educational opportunities, the 
Council on Medical Education and 
Hospitals of the American Medical 
Association is already engaged in a 
10-point program aimed at filling 
these needs. Internships, residencies, 
fellowships, graduate externships, 
review and refresher courses are be- 
ing developed to meet these needs. 
This is a solemn obligation we owe 
not only to the young physician 
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now at war, who has given so much, 
so freely and so well, but also to 
the public at large. Unless these 
educational opportunities are pro- 
vided, the quality of medical care 
in this country will suffer for years 
to come. 

The postwar educational respon- 
sibilities of hospitals are twofold— 
the training of the doctor, and the 
education of the public. It is very 
disturbing to everyone who is in- 
terested in providing the best medi- 
cal care for all to examine certain 
hospital statistics in this country. 
If we arrange the various states in 
the order of number of available 
hospital beds per 1,000 persons, we 
find that the same order is followed 
in the percentages of those beds 
which are occupied. But the correla- 
tion is the reverse of what we would 
expect. In general, those states hav- 
ing the fewest hospital beds have 
the lowest rates of occupancy in 
those beds. States with most beds 
use them most. 

Why this is true we do not know. 
It may be that in those states which 
lack the money for hospital beds, 
the people lack the money to use 
them. It may be that some of these 
hospitals do not provide a high 
grade of medical care. It may also 
be that the people do not sufficient- 
ly demand medical care even when 
it is available, because of ignorance, 
superstition, prejudice or sheer in- 
ertia. Even among the more fortu- 
nate classes of people, full use is not 
made of available medical facilities. 

Probably the majority of people 
would subscribe to the principle of 
an annual physical examination for 
everyone. Yet extremely few seek 
such examinations even in normal 
times, unless compelled by an in- 
surance, employment, or other re- 
quirements, or unless frank illness 
sets in. 

Increasingly, medicine must carry 
its message to the well, rather than 
devote its major energies to the 
sick. The latter function will never 
be replaced but it should be sup- 
planted as much as possible by the 
prevention of illness. Hospitals 
must serve as health centers, with 
educational responsibilities in the 
fields of public health and preven- 
tive medicine as well as in enlight- 
ening the public in the more com- 
plete utilization of the existing 
facilities for medical care. 
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Maintaming Sonia 
EMPLOYEE 
MORALE 


OTTO F. KELLER 
MINISTER, ZION LUTHERAN 
CONGREGATION,NEWBERG, OREGON 


(Former administrator, Dodge County 
Hospital, Fremont, Neb.) 


AINTAINING employee morale is 
M easiest accomplished if you 
first look at yourself and ask, what 
does it take to maintain my morale? 
This rule applies regardless of the 
size of the institution. What does it 
require to maintain my morale as 
an administrator? 


1. I want to be certain that the 
salary I receive is commensurate 
with that of other administrators in 
hospitals of similar size, and that it 
is sufficient to provide a decent and 
fairly comfortable living for myself 
and family. If the salary is just 
enough to eke out a bare existence 
and my family has to skimp and 
save continually to make ends meet 
—possibly even complaining from 
month to month because of short- 
ages here and there—I cannot be 
happy in my work and give the best 
I am capable of. 

2. I want a decent office and the 
necessary equipment to carry out 
my work in a business-like and pro- 
fessional manner. If I have to work 
in a small room, with inadequate 
light and ventilation and antequat- 
ed equipment, then I cannot be 
proud of my position, which in turn 
would tend to tear down my morale. 


3. I want an understanding and 
helpful board; a board that is co- 
operative and shows an interest in 
the task I have been called to do. 
If the board members are unintelli- 
gent, indifferent and disinterested 
and are concerned only as to wheth- 
er or not the hospital has made a 
profit from month to month, and 
if they show no interest or concern 
in me as an individual, then I can- 
not help but be unhappy. 


4. Since this is my place of em- 
ployment and I am working not for 
personal gain, but rather for the 
physical and mental welfare of my 
suffering fellowmen, I need, more 
than anything else, a kind word of 








appreciation now and then, from 
those who are my superiors. I need 
to have them greet me with a smile 
and give me a pat on the back— 
which costs no money—to show that 
they understand the tremendous 
load I have to bear. 

If the administrator would main- 
tain the morale of his employees, 
he should therefore see to it that 
they receive salaries that are in line 
with their positions, and make cer- 
tain that none of them are suffering 
because of insufficient means to 
provide a respectable livelihood; he 
should make certain that the work- 
ing conditions are of the very best; 
that the employees have the neces- 
sary equipment with which to oper- 
ate and a place where they can 
retire in privacy when they are off 
duty. 

He should have a deep under- 
standing of employee problems. 
This he can best gain by having 
regular meetings with his depart- 
mental supervisors and by making 
all of the employees feel free to 
consult him any_time in regard ta 
personnel or institutional problems. 
The wise administrator will make 
it his duty—and at the same time a 
pleasure—to commend all of his 
employees from time to time for the 
fine work they are doing. He will 
prove the sincerity of his words by 
granting raises and promotions 
where they are justified. The wise 
administrator will ever keep in 
mind that all positions in the hos- 
pital are equally important. Only 
too often this fact is lost sight of. 
In my estimation, the maid, orderly 
and janitor are just as important to 
the proper functioning of the hos- 
pital as the registered nurse and 
technician, and therefore I accord 
them all the same respect in public 
and in private. 

Then there is the matter of food 
in the hospital. All of us like good 
food. If the hospital has a skilled 
dietitian and serves the best food 
available it will go a lang way in 
maintaining employee morale. 

Finally there is the matter of little 
extras, such as allowing time off 15 
to 20 or 30 minutes earlier on days 
when the hospital is not so busy, 
or hiring additional help to make 
it possible to give two days off for 
special holidays instead of the cus- 
tomary one day. Such a small favor 
adds greatly to employee morale. 
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Assessing the 


N 1928, the Association of Record 
Librarians of North America 
was organized under the sponsor- 
ship of the American College of 
Surgeons “‘to elevate the standards 
of clinical records in hospitals, dis- 
pensaries, and other distinctly med- 
ical institutions.” 

One should read the “Manual 
of Hospital Standardization” of 
the college to understand exactly 
why it was they included good 
medical records as one of the mini- 
mum requirements for approval of 
a hospital. Of what value did they 
consider them? And to whom? 

The statement shows that they 
considered the record of value: (1) 
To the patient, as evidence that his 
case “is being handled in a systema- 
tic and intelligent manner.” It also 
might save much duplication of ef- 
fort and facilitate promptness in his 
future care. (2) To the hospital, 
because it “indicates whether or not 
the efforts of its physicians, sup- 
plemented by hospital facilities, are 
in accordance with reasonable ex- 
pectations of present day scientific 
medicine.” (3) To the physician, 
because it “supplies information 
which he cannot remember.” (4) 
To all three, since it provides a 
basis for medical research which 
adds to medical knowledge and, 
hence, to public health; and, finally 
(5) To the hospital and physician, 
as it strengthens their position in 
legal difficulties, particularly since 
in contains notes made at a time 
when, usually, no thought of legal 
action was involved. 

The matter of the prosecution of 
medical research through availabil- 
ity of case records for review and 
study and the question of the need 
of the record for legal protection 
are, of course, of prime concern to 
the hospital. 





From a paper, “A Re-evaluation of Medical 
Records,” presented at the American Hospital 
Association Third War Conference, in Cleveland, 
Jetober 1944, 
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RECORD'S Value Today 


NELLIE GORGAS 


SUPERINTENDENT, ST. BARNABAS HOSPITAL, MINNEAPOLIS 


Let us, therefore, look at the rec- 
ords themselves to see if they are 
inadequate, adequate, or more than 
adequate to provide the values 
which are accepted as fundamental 
and unchanged. 

The college demands accurate 
and complete records. The “Man- 
ual for Medical Record Librarians” 
states that, to be complete, a good 
record must consist of “sufficient 
data, written in sequence of events, 
to justify the diagnosis and warrant 
the treatment and end results.” Are 
the records which have been filed 
recently both complete according 
to this definition and accurate? Or 
have they become slipshod under 
pressure? One could probably rea- 
sonably assume that they are accu- 
rate as far as they go—but are they 
complete? 

In the manual of the College of 
Surgeons 16 headings are enumer- 
ated in the outline of the content 
of a complete record. Reviewing 
them in the light of the primary 
objective: -the practice of reason- 
ably scientific medicine—each seems 
important. Quite obviously, none 
can be dropped as a matter of 
routine for all cases. But has ex- 
perience proved how much em- 
phasis should be placed on each, 
which may be slighted occasionally 
and which require full detail, and 
when? What are the really essential 
points? What is the nucleus of the 
record? 

The college does not specify any 
one set of forms for use in record- 
ing case histories, but it does point 
out that there are many “approved 
forms which are sufficiently out- 
lined to provide a complete medi- 
cal record but not so completely as 
to detract from the individuality 
desired.” Many hospitals have spent 


considerable time and energy in 
designing special forms for their 
individual use but few such forms 
are of general use because condi- 
tions vary widely and the immedi- 
ate objectives and practices are 
quite localized. 

One question which seems to 
arise again and again is that of the 
importance of the history and phys- 
ical examination. Must it always be 
recorded in complete detail? Obvi- 
ously something must be entered 
under these headings, but here one 
could well remember that the rec- 
ord must be considered complete 
if it has sufficient detail to justify 
the diagnosis and warrant the treat- 
ment. 

The decision lies within each 
hospital, and the administrator and 
the medical staff record committee 
must make their own rulings as to 
how much is required beyond the 
minimum. 

An inquiry into experiences in a 
few hospitals during the present 
emergency has netted little in the 
way of suggestions for reducing rec- 
ord work. In most places, evident- 
ly, it has been the policy to try to 
have the attending men keep up 
the records as well as possible on 
the old basis, but every effort to 
provide clerical assistance to the 
staff has been encouraged and has 
proved to be worthwhile. 

At the University of Chicago the 
summary sheet has been cut out by 
decision of the staff record com- 


- mittee. It should be noted, however, 


that this is not one of the College’s 
16 points which should be included. 
The reasoning which the university 
exercised would seem quite correct, 
namely, that in their case the sum- 
mary was of value only as an exer- 
cise for the intern or resident except 
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in the occasional case where special 
reviews and studies were being 
made or where legal or administra- 
tive questions arose, and that, 
therefore, the time spent on sum- 
marizing all records was not eco- 
nomic during the present emer- 
gency. 

Where it is the interns’ task to 
write the summary sheet, this is a 
chore of which they might tem- 
porarily be relieved. If a study is 
to be made of that record after- 
wards, it would probably be to the 
student’s advantage to review the 
record thoroughly himself and pick 
out his own summary. 


Physician Helped by Summary 


In some of the most highly scien- 
tific hospitals, not necessarily con- 
nected with medical schools, the 
summary is the task of the attend- 
ing physician. After the details 
have been recorded carefully by his 
resident staff he reviews and sum- 
marizes the record himself. Record 
librarians point out that in so doing 
he often picks up diagnoses which 
are omitted otherwise, and he en- 
hances the education of the resident 
staff members by his review of their 
work on the case. 

If the writing of the summary 
sheet is omitted, something of the 
greatest value may be lost. For one 
must remember that, even in war- 
time, teaching continues and, in 
fact, teaching responsibilities must 
be taken even more seriously be- 
cause the students must be taught 
more thoroughly and more rapidly 
to carry the increased burden the 
medical profession has had to as- 
sume in the crisis. 

If the attending man does not 
write a comprehensive study of the 
case when it is completed, the pro- 
gress notes must be very thorough 
if the record is to be of future value. 
It is now found occasionally that 
some of the most pertinent facts in 
a case appear only in the nurses’ 
notes—for example, the date on 
which casts are removed, or when 
certain symptoms appear or dis- 
appear. 

Although it has been repeatedly 
said that nurses’ notes need not be 
kept with the record when it is filed 
permanently—and that .their pres- 
ervation is not required by the Col- 
lege—it is quite true that many 
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physicians feel that the most im- 
portant part of the whole record 
is the set of nurses’ notes. 

Apparently, then, the values as 
originally stated by the College still 
obtain and that the content of the 
record as outlined in its manual is 
still the minimum to which one 
must hold. Apparently, also, there 
has fortunately been no drastic 
change in most hospitals with re- 
gard to their plans for records as 
individually compiled—theoretical- 
ly, at least. 

What results have been accom- 
plished in individual hospitals in 
the way of re-evaluating a group of 
records to see if they have measured 
up to their objective and if they 
demonstrate efficiently whether the 
staff is practicing in accordance 
with reasonable expectations of 
present day scientific medicine? 

One such study has been made 
at St. Barnabas Hospital where the 
chairman of the obstetrics depart- 
ment felt that the medical staff as 
a whole should be informed with 
regard to the status of the hospital’s 
obstetrical service, particularly the 
results being obtained in the face 
of a considerable increase in the 
load carried. He reviewed all the 
histories of the obstetrical patients 
cared for in 1942 when the delive- 
ries had jumped from an average 
of about 750 a year to 1,129. 

In order to complete his report, 
a detailed study of each chart was 
obviously necessary. This study re- 
vealed considerable inadequacy of 
the records. He reported to the staff 
that “The labor records were kept 
up but certain vital information 
was oftentimes lacking. We believe 
that more accurate records could 
be kept if a better organized labor 
record could be devised.” 

As a result of this, he and his 
committee worked out a far more 
adequate labor record, one which 
allows for the collection of data for 
comparative reports in future years, 
much more easily. It is planned to 
compile the data again in 1944 so 
as to see what has happened in the 
department in the later period in 
the way of improving the results 
obtained. 

Incidentally, this study showed a 
waste in the amount or the timing 
of routine laboratory work done on 
the obstetrical patients. It was sug- 
gested that Wassermann tests might 


be reserved for patients who have 
had no. prenatal care since all the 
men generally bringing patients to 
the hospital are doing prenatal 
Wassermanns at their offices. Rou- - 
tine urinalysis on admission might 
better be abandoned and only cath- 
eterized specimens used if analysis 
is deemed necessary. 

Blood counts might better be 
done after delivery when the hydra- 
tion effect has ceased to exert its 
influence and when the blood loss 
from delivery will have made itself 
apparent in the hemoglobin. The 
fifth day was recommended. As a 
result of this review of the records, 
the increased load on the labora- 
tory was greatly relieved without 
sacrificing the quality of medicine 
practiced by the obstetricians. What 
work was done was more valuable. 
This was an important by-product 
of re-evaluating the records. 


Teaches Interns Essentials 


The recommendations for sum- 
marizing the obstetrical case records 
and revision of the labor records 
and nursery charts have been fol- 
lowed and have helped consider- 
ably in teaching interns the essen- 
tial points to record if the record 
was to be of value in proving the 
quality of service given. 

During this period when staff 
physicians have been leaving their 
practices to enter service and have 
turned their patients over to other 
physicians temporarily, the one left 
behind has found previous records 
of considerable value in order to 
bring him up to date on the pa- 
tients he is now meeting for the 
first time. What is his responsibility 
and that of the hospital for seeing 
that the same care is given to keep- 
ing the record up to date and com- 
plete so that the returning physi- 
cian may quickly and easily, as need 
arises, review what has happened 
to his patient while he has been 
away? Is the hospital doing its part 
and keeping up the home front if 
it lets the men in service down by 
not keeping their patient histories 
complete and accurate for them? 

To many of the servicemen, civil- 
ian medicine will present quite a 
different problem—the obstetrician 
or pediatrician who has seen noth- 
ing but front line casualty service 
will have quite an adjustment to 
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make to re-enter his old field. He 
will want to review records and to 
see what has happened within his 
own field while he has been away. 

Study will be necessary for many, 
and many of these postgraduate 
study periods will be served in hos- 
pitals which heretofore have not 
offered such internships, residencies 
or fellowships. The possession of 


good records will be a necessary 
part of approval for such new ven- 
tures. 

Where there are good records 
and an interested staff, new teach- 
ing programs may be initiated. It 
therefore behooves hospitals inter- 
ested in providing this kind of serv- 
ice to analyze their record proce- 
dures carefully. 


FUND RAISING 


UBLIC RELATIONS activities dur- 
Ping the last year have raised 
$4,000 for North Adams Hospi- 
tal. When I became superintend- 
ent in August 1943, public rela- 
tions was uppermost in my mind. 

The hospital needed a school of 
nursing because the graduate group 
was being depleted swiftly. The 
project was publicized by news- 
paper releases, radio broadcasts 
and talks before high school and 
other community groups. Subse- 
quently, the state supervisors of 
schools of nursing surveyed the hos- 
pital’s facilities and recommended 
necessary changes and additions. 

The instrument stock was in- 
adequate, so all the nurses in the 
community were organized as the 
“Nurses’ Emergency Committee.” 
They sponsored a rummage sale 
which netted $450. The money 
was used to purchase stainless steel 
instruments and the operating 
room equipment was brought up 
to standard. 

A scientific library for the pro- 
posed school of nursing was another 
major problem. Plans were dis- 
cussed with the Kiwanis Club and 
the men put on a “show” which 
netted $400 for the hospital. Later 
the club added $300—raised by 
another project. 

In order to interest possible stu- 
dents for the school of nursing, I 
talked with high school groups and 
clubs. A group of students was or- 
ganized to come to the hospital 
from 2 to 4 p. m. daily to arrange 
flowers, deliver mail, operate the 
elevators and perform varied other 
tasks. Community interest was in- 
creased as the students’ enthusiasm 
stimulated their parents. 

When the nursing shortage be- 
came acute in January, 15 men 
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from service clubs and benevolent 
and fraternal organizations were 
persuaded to become volunteers. 
They were given a six weeks’ course 
in elementary nursing procedures. 
In rotation, these men work three 
hours every evening in the male 
wards giving baths and relieving 
the nurses of other routine tasks. 

A Ladies’ Auxiliary was organ- 
ized and within three months the 
group had 300 members and more 
than $1,000 in the treasury. Dues 
were $1 a member and the balance 
was obtained from a rummage sale. 
The auxiliary gave the hospital 
$700 for the purchase of two re- 
cessed bedpan sterilizers for the 
utility rooms. 

The women also work in the 
nurses’ dining room so that the do- 


mestic personnel may have time off 
duty. 

The hospital needed adequate 
space to establish a teaching cancer 
clinic. Two unused, connecting 
rooms were assigned for this pur- 
pose and the Lion’s Club remodeled 
them. New partitions, lights, paint- 
ing and flooring cost $300. The 
cancer section of the Massachusetts 
Department of Health contributed 
$400 for furniture and fixtures. A 
large teaching clinic was held July 
27 and several doctors from Bos- 
ton took a leading part. 

Basal metabolism test apparatus 
and a 10-gallon coffee urn for the 
main kitchen were purchased with 
the $300 contributed by the Rotary 
Club. 

Through the sale of papers, the 
Salvage Committee gave the hospi- 
tal $450 for installing the cubicle 
system in the children’s ward. 

Friends donated $800 for the 
purchase of two electric food trucks 
for the floors. The medical staff 
financed a course in the “Psychology 
of Personnel Management” at the 
State Teachers College for all the 
supervisors. 

Since the hospital participates in 
Community Chest funds, the solici- 
tors of the industrial groups were 
invited for luncheon and a trip 
through the hospital. They thus 
have seen what the hopital is 
doing, the facilities it has and— 
most important of all—what it 
needs. 





THE AUTHOR (left) discusses the selection of books for the new school of nursing library 
with Norris Schroeder, president of the group which contributed funds for the project. 
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WwW is public opinion? I 
might give you the very 
erudite definition of Floyd Allport, 
as presented in. the first issue of 
Public Opinion Quarterly. He says: 
“The term ‘public opinion’ is given 
its meaning with reference to a 
multi-individual situation in which 
individuals are expressing them- 
selves, as favoring or supporting (or 
else disfavoring or opposing) some 
definite condition, person, or pro- 
posal of widespread importance, in 
such a proportion of number, in- 
tensity and consequences, as to give 
rise to the probability of affecting 
action, directly or indirectly, toward 
the object concerned.” 


In the vernacular that is what 
might be called a public opinion 
mouthful. Boiled down, it actually 
means the aggregate opinion of 
people about matters that affect or 
interest them with an indication of 
action they may take or endorse. 
Expressed even more plainly, it 
means simply this: What the aver- 
age public thinks of you and your 
activities—whether they are for you 
or against you, or without opinion. 


Problem Is Universal 


First of all, obviously you do 
have a public relations problem. 
Every organization, large or small, 
an individual company or a group 
of private or semi-private enter- 
prises, has a public relations prob- 
lem. As a matter of fact, an asso- 
ciation such as yours, which is com- 
posed of a great number of autono- 
mous units, usually has a more 
complicated public relations prob- 
lem than a centrally controlled 
though widely spread individual 
enterprise. 


In the latter class, for instance, 


From a paper, “Measuring Public Opinion,” 
resented at the American Hospital Association 
hird War Conference, in Cleveland, October 
1944. 
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the major American merchandising 
companies, such as General Motors, 
General Foods, Standard Brands, 
Procter and Gamble, all have a 
public relations problem. Likewise, 
they all have a public relations pro- 
gram. Because they are tightly con- 
trolled, even though their ramifica- 
tions take them completely over the 
national stage, it is far easier for 
them first of all to define and per- 
fectly understand their public rela- 
tions problem, and secondly, to 
effectively cope with it. 

We would never dream of build- 
ing an advertising program for any 
of our clients without being familiar 
with everything that is in the public 
mind regarding the product and all 
factors that affect its sale. The gist 
of all of this condenses into this 
fact: 

Before you can evolve a com- 
pletely successful public relations 
program in your business, you 
should know what the public’s atti- 
tude is on the hospitals of America: 
Individually, you should know the 
public’s opinion of your hospital; 
collectively you should know what 
the public wants from the hospitals 
of America, what the public likes 
about the hospitals of America— 
more pointedly still, what the pub- 
lic does not like about the hospitals 
of America. 

There are some 373,115 beds in 
your 4,371 non-government hospi- 
tals in this country; there are also 
63,295 bassinets. This is roughly 
equivalent to the capacity of 1,000 
hotels of better than average size. 

Under normal conditions, just 
like the hotels, you have the prac- 
tical problem of keeping a certain 
number of these beds filled if you 
are to remain in a sound financial 
condition without depending on 
charity or fund drives. This may 








seem a little far-fetched to you and 
perhaps inconsistent with the gen- 
eral altruistic idea of hospitals. But 
nevertheless, I would like to remind 
you that if the public’s attitude on 
hospitals generally—or a given in- 
dividual hospital in particular—be- 
came so negative that they hated 
to enter your portals and if they 
put pressure on their doctors to 
have them discharged at the earliest 
possible moment, your problem of 
remaining solvent in normal times 
would be the kind of headache that 
isn’t cured by an aspirin tablet. 

Another basic reason which makes 
it necessary for you to not guess, 
but to know what the public thinks, 
is the present threat of ultimate 
government control of medicine 
and hospitalization. I believe we 
might accurately say that govern- 
ment control would not endanger 
the financial structure of our Amer- 
ican hospitals, but I am equally 
sure that it does endanger the oper- 
ation of your hospitals as you want 
to operate them. 


Consider Whole Public 


Concurrently with your efforts to 
evolve a program which can be ex- 
pected to cope successfully with 
both of these problems and _par- 
ticularly with the latter one, you 
must know what the public thinks, 
and I mean the whole public, not 
just the population of a city or a 
state, but the nation—because this 
is a national problem and its settle- 
ment will depend on the opinion 
of the nation as a whole. 

There are several ways to arrive 
at this knowledge. The first, and 
perhaps the easiest, because it re- 
quires no energy now, is to do noth- 
ing. You can sit supinely as you aré 
now doing—and the public some 
day through Senate Bill 1161, or 
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some similar bill, will tell you with 
action. That, I know, you do not 
want. Or you can ascertain what 
the public thinks in time to give 
you an opportunity to keep the con- 
trol of your business in your own 
hands by giving the public what the 
public wants. You can, for instance, 
interrogate the patients who at pres- 
ent seem to be filling all of these 
373,115 beds. You can interrogate 
the nearest member of the families 
of these patients. You can go direct- 
ly to the general public and ask its 
‘ opinion. 

A questionnaire might be evolved 
to be offered to patients or the 
nearest family member when the 
patient is ready to be discharged 
from the hospital. This question- 
naire might examine the patient’s 
opinion about the service received, 
and the attitude of the hospital 
employees from the time the patient 
arrived at the receiving room until 
he was ready to leave. It might also 
ascertain the patient’s opinion of 
the meals served, particularly if the 
hospital happens to be one in which 
a selective menu is not available. It 
should secure the patient’s opinion 
on whether the hospital charges 
were too high, fair, or possibly too 
low. 






Employ Sampling Method 

On the larger question of ascer- 
taining the opinion of the general 
public on hospitals, it is of course 
necessary to go to the public and 
ask the questions to which you want 
an aggregate answer. This can be 
done by the sampling method, 
either through direct mail or by 
personal interviews. 
) Through the use of the sampling 
: method we have just completed a 
survey of the entire state of Michi- 
gan for the Michigan Health Coun- 
| cil. Nine months prior, to this we 
finished a similar survey of the 





E entire state of California. Each of 
L these surveys involved personal in- 
5 terviews of better than an hour’s 


. length with approximately 5,000 
1 people. 
It might be interesting here to 


e cite a few facts that the California 
| survey developed. For instance, it 
- sowed on the subject of hospital 
\- charges that 41 per cent of the peo- 

pie believe that hospitals charge too 
€ much; 35 per cent believe the 





amount was fair, or all right; 21 
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per cent were of the opinion that 
hospital charges were too low; 23 
per cent either did not know, or 
expressed no opinion. By contrast 
to this, only 28 per cent felt that 
medical or doctor bills were too 
high; 63 per cent believe the doc- 
tors’ charges were fair; 21 per cent 
said they were too low and only 8 
per cent had no opinion. 

In the Michigan survey just com- 
pleted we found that hospitals re- 
ceived a more favorable public vote 
than they did in California—46 per 
cent of the people interviewed 
thought that hospital charges were 
right or fair; only 27 per cent 
against California’s 41 per cent be- 
lieved that hospital charges were 
too high. On the other hand, only 
1 per cent of the people in Michi- 
gan felt that hospital charges were 
too low as compared with the 21 
per cent in California. Approxi- 
mately the same number of people 
in Michigan as in California — 25, 
per cent—had arrived at no opinion 
on this question. 

On the question of medical fees, 
the doctors of Michigan have done 
an even better job of selling them- 
selves to the public: 69 per cent of 
the people interviewed thought that 
the doctors charged about the right 
amount; 21 per cent felt that doc- 
tors charged too much; 1 per cent 
that the doctors charged too little. 
Only 10 per cent had no opinion. 

The accuracy of this kind of re- 
search—the sampling method—is be- 
ing proved in hundreds of commer- 


cial cases every year. Perhaps some 
of you in the hospital profession 
have had no occasion to see and 
study them. I am sure, however, that 
all of you are aware of the remark- 
able record for accuracy that has 
been turned in in the last 10 years 
by political polls conducted with a 
truly representative cross section of 
a state or of the nation. 

I would like to emphasize that 
one phrase—“truly representative 
cross section.” The failure to base 
their investigation on a truly rep- 
resentative cross section of the peo- 
ple resulted in the one major fiasco 
in this type of research. I refer, of 
course, to the Literary Digest poll 
of 1936. I know that all of you are 
familiar with the fact that its pre- 
dictions were very wrong. 


Record Proves Accuracy 


Aside from this major error that 
ultimately engulfed the Literary 
Digest itself, the record of the 
sampling method of arriving at 
mass opinion is remarkably accurate 
and is. now, and has been for some 
time past accepted by all authorities 
on psychological research. It is the 
fastest, the quickest and really the 
most economical method of deter- 
mining public attitude. 

You know the major threat that 
confronts your profession. The two 
statewide surveys that we have con- 
ducted on this subject in two sepa- 
rate sections of the country confirm 
the fact that you and the doctors 
as a profession have a major job of 
remolding public opinion if this 
threat is not to become an actuality. 
Your job divides roughly into two 
parts: 

The first of these is to remove 
from the public mind the reserva- 
tions that they have on your pro- 
fession and the medical profession. 
I don’t mean to remove them by 
simply trying to persuade the public 
that they are wrong in their opin- 
ion. I mean that you must change 
public opinion by removing the 
cause for this public opinion. The 
second part of your job is to pro- 
vide through your profession and 
the medical profession a medical- 
hospital care package so perfect that 
a competitive government package 
will be clearly unnecessary. 

Maybe I had better explain what 
I mean by a “package” for your 
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profession. A package in our termi- 
nology is the thing you offer ‘the 
public. To be most appealing to 
your public it should be as close 
to a completely and _ beautifully 
wrapped up entity as you can pos- 
sibly make it. 

Senate Bill 1161 proposes such a 
“‘package”—a complete medical-hos- 
pital “package” for all the people. 
You in your voluntary medical-hos- 
pital plans also have a package to 
offer. It is not complete nor is it 
yet available to all the people. And 
yet, whether you like it or not you 
are now theoretically in competi- 
tion with the package Senate Bill 
1161 proposes. That being the case 
you must make yours as complete— 
as appealing as your competitor's 
or you lose the sale. 

The benefits you offer the people 
must be broadened to meet your 
proposed government competition. 
You must find a way through pro- 
fessionally controlled hospitaliza- 
tion and medicine to take care of 
all the people if you expect public 
opinion to favor you over the gov- 
ernment plan. 

We know that throughout the 
country the younger the age group 
the more solidly entrenched is the 
appeal of government social re- 
forms. It is perfectly apparent, 
therefore, that some day govern- 
ment control of your profession and 
the medical profession is going to 
happen unless you, as rapidly as 
possible, completely pre-empt the 
position in your field that the gov- 
ernment and the social thinkers be- 
hind it would like to occupy. 

You have one invaluable thing 
on your side. That is time. How 
much time nobody knows. But you 
should unhesitatingly get behind 
any movement controlled by your 
profession or the medical profession 
—not in one state, but in each of 
the 48 states—which will definitely 
and conclusively prove to the pub- 
lic that your type of medical-hospi- 
tal dispensation is preferable to 
anything that might possibly come 
out of government control. 

In order to put up a successful 
fight, you should equip yourselves 
with a complete knowledge of what 
the coming battle entails. In plan- 
ning your strategy you should have 
every possible measure of public 
opinion. Even with the threat of 
government control removed, you 
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should know what your public 
thinks of you, if you are to fulfill 
your self-imposed obligation to the 





public—if you are to make the 
operation of hospitals a completely 
successful and progressive business. 





x PRACTICE of distributing 
questionnaires to patients at Roch- 
ester General Hospital is familiar 
to most hospital employees and 
members of the medical staff. Pre- 
sented by volunteer hospital aides 
to each adult private and semi- 
private patient before discharge, 
the questionnaire invites com- 
ments on nursing and medical 
service, food, courtesy of em- 
ployees, and general care. 


Some are filled out and sub- 
mitted at the time the patient 
leaves the hospital. Others are sent 
in by mail in the envelope pro- 
vided after the patient’s return 
home. All returned questionnaires 
are sent to the office of the medical 
director where they are checked 
daily and collected for review by 
the public relations committee at 
its regular meetings. They have 
proved very valuable in providing 
a day-to-day record of what pa- 
tients think of the hospital, and 
worthwhile suggestions have been 
received for improving service. 


Special attention is given to any 
complaints or suggestions sub- 
mitted. For example, a maternity 
patient suggested that our booklet 
on infant care, given to all new 
mothers, be distributed two or 
three days after delivery instead 
of being presented on the day of 
discharge. She pointed out that 
there was too much confusion at 
home during the first few days for 
one to read the booklet carefully. 
Her suggestion is appreciated and 
has been followed. 


Another patient reported that 
the every-minute clicking of a self- 
regulating clock in the corridor 
kept her awake at night. This was 
corrected by mounting the clock 
on a sound-absorbing panel. (This 
is a good example of the sick per- 
son’s acute sensitivity to the slight- 
est noise). 





Questionnaire Is Guide 
To Better Service, Greater Efficiency 


Another patient suggested that 
boards for meal trays be furnished 
for the arms of chairs so that pa- 
tients able to sit up could eat their 
meals more comfortably. This sug- 
gestion is being tested and, if prac- 
ticable, will be adopted generally. 
’ For several years patients’ ques- 
tionnaires were used as a “spot- 
check.” About a year ago, upon 
the suggestion of a member of the 
medical staff, their distribution on 
a continuous basis was adopted. 
Analysis of returned question- 
naries during the past year shows 
that nearly 99 per cent of the pa- 
tients express complete satisfac- 
tion with the service given them, 
with complaints, generally of a 
minor nature, running between 1] 
and 2 per cent. 

It has been gratifying to find 
emphatic praise of nursing and 
medical care, of the work of vol- 
unteer hospital aides and employee 
courtesy. Criticism of hospital 
food is so rare as to be virtually 
non-existent. This is particularly 
gratifying because the administra- 
tion has always regarded good 
food as indispensable to speedy 
recovery and every effort is made 
to purchase, within the limits of 
reasonable cost, food supplies of 
high quality and to prepare pa- 
tients’ meals skillfully. 

The hospital, as a non-profit 
community institution, properly 
belongs to the patients who use its 
facilities. Our patients are not 
merely customers, but partners in 
a hospital enterprise operating to 
serve their needs. The question- 
naire is a valuable if not essential 
indicator of the patient’s opinion 
of the hospital service. Its use will 
be continued so that our patients 
may continue to give us their com- 
ments, criticisms and suggestions. 
—From the Rochester (N. Y.) Gen- 
eral Hospital News Letter for No- 
vember 17, 1944. 
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10,000 NURSES 


Needed Now By the Army 


T IS ONLY PROPER that this appeal 
for an increased enrollment of 
nurses in the Army Nurse Corps 
should be prefaced by a brief state- 
ment of appreciation, and a frank 
admission of our indebtedness to 
the civilian hospitals of the nation. 
You are operating under difficul- 
ties, difficulties for which we of the 
Army Medical Department bear a 
fair portion of responsibility. We 
have depended on you for person- 
nel. You have been the source to 
which we have had to appeal. 

We are appealing again, and 
without apology, for when we speak 
of our needs it is but another ex- 
pression for the needs of our own 
American soldiers. That is a re- 
sponsibility which is shared by all 
of us. In the need for medical and 
nursing care the American soldier 
has, and by every right should have, 
the priority. 

Ten thousand nurses are needed 
now. The Army Nurse Corps is 
staggering under an unprecedented 
load, and a load that is increasing 
daily. We are confronted with a 
double problem. First, to insure 
that proper nursing care is at hand 
in every quarter of the globe, at 
every remote battlefront in every 
theater where American soldiers 
are fighting. Second, to staff the 
general hospitals in this country 
which must accomodate the ever- 
increasing flow of the returning 
wounded. To accomplish this we 
must have help. 

The hospitals here at home are 
woefully understaffed at this very 
minute. We have had no choice; 
we have been obliged to strip these 
hospitals to insure proper care over- 
seas. Now the time has come when 
the superhuman effort which has 
been synonymous with the term 
Army nurse is no longer enough. 
We made the decision to send these 
nurses overseas not only because 
there was no other choice for us, 
but because we placed our confi- 
dence in you. We felt that the reg- 
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istered nurses would not let us 
down, if only the facts were known. 
These are the facts. 

Because these are the facts, we 
feel that no apology is necessary for 
the numerous strains and the in- 
creased burden that we, in the in- 
terests of the American soldier, and 
acting as his agent, have laid upon 
you. We will continue to do so, and 
to an increased degree. 

However, this is but one side of 
the picture. There is another. 
There is the increased luster with 





Army Is No Longer 
Recruiting Physicians 


(From the Washington Service Bureau) 











The following statistics have been 
given out in connection with the 
announcement that the Army has 
stopped recruiting physicians: The 
Army Medical Department has 
grown from 8,010 at the beginning 
of World War I until it now num- 
bers 680,891. Of this number, ap- 
proximately 44,651 are in the Med- 
ical Corps, 14,948 in the Dental 
Corps, 2,012 in the Veterinary 
Corps, 2,364 in the Sanitary Corps, 
15,078 in the Medical Administra- 
tive Corps, 59 in the Pharmacy 
Corps, 40,305 in the Army Nurse 
Corps, and there are 559,327 en- 
listed men, 813 physical therapy 
aides, and 1,334 hospital dietitians. 

An agreement has been entered 
into with the U.S. Public Health 
Service similar to the one in effect 
with the-Army, whereby Navy and 
Marine Corps personnel and Coast 
Guard personnel will be provided 
treatment by the respective medi- 
cal departments of the Navy and 
Public Health Service without re- 
imbursement, on a reciprocal basis, 
retroactive to January 1, 1944. 


which the nursing profession shines 
as a result of its heroic role in the 
service of its country. This has 
been brought to the attention of 
the general public as never before, 
because the individuals who consti- 
tute that public all have a very per- 
sonal stake in the statistics of sur- 
vival and recovery, in the form of 
a son, husband, brother, or sweet- 
heart. The very word “nurse” car- 
ries new and poignant significance 
for millions. 

As a commissioned officer in the 
Army of the United States, the 
nurse enjoys a position of honor 
and respect, that is attested to out- 
wardly by her uniform, her insig- 
nia, and the salute she receives from 
every soldier. This is but the smaller 
part, however. The nurse is an offic- 
er who never need stand on official 
dignity, never depend on “hard- 
ware,” as the soldiers say, to main- 
tain authority and command re- 
spect. Deep down in every soldier’s 
heart and mind is an innate re- 
spect, and even reverence, that goes 
beyond any mere formal compli- 
ance, and he will retain it as long 
as he lives. 


The Army’s conception of the 
professional role of the nurse may 
well accelerate the evolution of the 
whole profession. We have, frankly, 
made a virtue of necessity, in re- 
lieving the nurse of many time- 
consuming and _sub- professional 
tasks by assigning to her trained 
assistants to perform these duties 
under her supervision. She has be- 
come, in the Army scheme of 
things, an executive, a responsible 
supervisor. You may ask if thereby 
the personal touch has been lost. 
Three minutes in the ward of an 
Army hospital will set your mind 
at rest on that point. That personal 
touch remains the very essence of 
the profession. 


The implications of this broader 
view of the role of the nurse and 
the greater utilization of her train- 
ing and abilities are significant. 
Excellent care of the individual pa- 
tient need not necessarily imply a 
large uncared for public. Under 
the compulsion of war the way may 
now be pointed to a greater exten- 
sion of nursing care itself. This pos- 
sibility cannot but fire the imagina- 
tion of every nurse who thinks of 
herself both as a nurse and a citi- 
zen of our democracy. 
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_- PATTERN Of the hospital for- 
mulary will vary with the type 
of the hospital. In the teaching in- 
stitution the formulary is usually 
more complete, since in this institu- 
tion there is a large number of in- 
terns who have only recently fin- 
ished their medical training. The 
teaching hospital formulary will be 
more valuable if it contains, in ad- 
dition to a list of drugs, a short 
statement concerning the action 
and use of the various preparations. 

In a hospital where the number 
of interns is small the formulary is 
more likely to include only the list 
of drugs supplied by the pharmacy. 
In institutions where most of those 
who use the formulary are seasoned 
practitioners, obviously the need is 
for a different type of formulary. 
However it is well to keep in mind 
the many hundreds of available 
therapeutic agents with which the 
physician is confronted. He cannot 
be expected to remember essential 
information concerning all of these 
agents. A hospital formulary which 
supplies this information is there- 
fore a service to the medical prac- 
titioner. 


Serves Dual Purpose 


What are some of the advantages 
of a hospital formulary? Essentially 
the hospital formulary serves two 
purposes: It promotes rational 
therapeutics, and it prevents un- 
necessary duplication, waste and 
confusion and thus promotes econ- 
omy both to the hospital and to the 
patient. 

Let us consider some of. the 
means by which a _ hospital for- 
mulary promotes rational thera- 
peutics. In the better type formu- 
laries the drugs are classified ac- 
cording to the systems on which 


From a paper, ‘‘The Preparation of a Hospital 
Formulary,’’ presented at the American Hospital 
Association Third War Conference, in Cleve- 
land, October 1944. 
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they act and include a short state- 
ment concerning the action and use 
of the various medicinal agents. 
When this information is compiled 
in an easily available form its effect 
is to promote rational therapeutics. 
The tendency in medicine today 
is to prescribe simple therapeutic 
agents. Proprietary mixtures are 
often needlessly complex and tend 
to confuse the result of therapy. If 
a combination of drugs is desired, 
these may be made from single 
doses in the hospital stock, or pre- 
pared in the pharmacy to meet the 
special needs of an exceptional case. 
A hospital formulary serves as a 
teaching aid to the intern. It pro- 
vides a well classified arrangement 
of therapeutically proven medicin- 
als which have been chosen after 
careful consideration by experi- 
enced members of the hospital staff. 
Drugs are often offered to physi- 
cians and hospitals supposedly for 
clinical trial, but actually to popu- 
larize an old drug under a new 
name and thus to get physicians in 
the habit of prescribing it under 
this trade name. The formulary 
committee is in a position to study 
these drugs before they are offered 
for general use in the hospital. 
Even in a small, open staff hos- 
pital the formulary serves to edu- 
cate the physician concerning the 
relative merit of the multitude of 
available drugs. Although hospitals 
with this type of staff often require 
a larger choice of medicinals, it is 
inevitable that considerable stand- 
ardization can be accomplished and 
much needless duplication can be 
obviated by the adoption of a for- 
mulary. 
The second advantage of a for- 
mulary is that it promotes economy 
both for the hospital and for the 





patient. Economy is effected by a 
standardization of pharmacy pro- 
cedure, by reducing needless dupli- 
cation in stock, and by the promo. . 
tion of manufacturing in the 
pharmacy. There is a loss to the 
hospital and to the patient when 
many brands of the same drug are 
prescribed. 

A physician prescribes a drug 
under the name he remembers best. 
Frequently drugs continue to be 
prescribed under proprietary names 
long after the official, less expensive 
drugs are available. For example: 
Luminal in place of phenobarbital; 
novocain in place of procaine; 
nembutal in place of pentobarbital. 


No Inferior Remedies 


Economy in medication does not 
mean the use of inferior remedies. 
The late Dr. Bernard Fantus has said 
that the first principle in economy 
is to prescribe the most efficient 
remedy, for it is likely to be the 
least expensive. As a second prin- 
ciple of economy he suggests that 
among drugs of equal efficiency, 
choose the least expensive one. The 
hospital formulary committee car- 
ries out these principles. 

The amount of economy the 
pharmacist alone can effect is small 
compared to the amount of moncy 
that can be saved through the co- 
operation of the medical and phar- 
macy staffs. Physicians as a whole 
are willing to co-operate if the ther- 
apeutics committee is well chosen 
and publicizes the results of its 
study and research. 

The adoption of a formulary is 
not intended to discourage or to 
hamper the controlled study of an’ 
drug or proprietary article. How- 
ever these studies should be oDjec- 
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tively controlled and the results 
submitted to the therapeutics com- 
mittee. Nor is the adoption of a 
formulary intended to penalize the 
manufacturer who by real research 
discovers a new and efficient rem- 
edy. He is entitled to adequate 
monetary reward for his initiative 
and foresight. 

His product should be properly 
evaluated, however, before it is 
adopted. The Committee on Phar- 
macy and Chemistry of the Ameri- 
can Medical Association is the 
proper source of information on 
all new commercial products. 

As an initial step toward the 
preparation of a hospital formulary 
the executive committee of the hos- 
pital should appoint a therapeutics 
committee composed of progressive 
members, chosen from the several 
divisions of the medical staff, and 
the chief pharmacist who should 
serve as the secretary of the commit- 
tee. The superintendent of the hos- 
pital should also be a member of 
this committee. 


Consult With Departments 


The therapeutics committee 
should then invite representatives 
of the various departments to sub- 
mit for consideration any formulas 
desired for use in that particular 
department. In those cases where 
proprietary or complex formulas 
are requested and in which there is 
already an equivalent official prep- 
aration, the physician making the 
request should present evidence of 
its superiority over the accepted of- 
ficial preparation. Unless such evi- 
dence is submitted the article 
should not be admitted to the for- 
mulary. 

The therapeutics committee 
should draw up a general policy to 
govern the admission of articles to 
the formulary. Hatcher and Stainby 
of the New York Hospital list the 
following rules in governing the ad- 
mission of articles to the formulary: 

1. Simple official substances will 
be admitted when requested, unless 
they have become superfluous. 

2. No article will be admitted, 
except for controlled research, be- 
fore its therapeutic value has been 
‘stablished. 

3. No article of secret composi- 
‘ion will be admitted. 

4. No article which is sold under 

proprietary name will be ad- 
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mitted under such a name if a sub- 
stance of identical composition can 
be obtained under a non-proprie- 
tary name. 

5. No mixture of two or more 
active substances will be admitted 
unless evidence is submitted that 
the mixture presents therapeutic 
advantages over the simple sub- 
stances. 

6. No proprietary article will be 
accepted before it has been accept- 
ed by the Council on Pharmacy 
and Chemistry of the American 
Medical Association for inclusion 
in “New and Nonofficial Reme- 
dies.” 

7. Requests for articles not in- 
cluded in the formulary of the hos- 
pital, but which are desired for use 
in controlled research which has 
been approved by the head of the 
department in which the investiga- 
tion is to be conducted, will receive 
consideration by the committee. 

8. It is the policy of the commit- 
tee to discourage the intravenous 
and intramuscular injection of sub- 
stances which should be adminis- 
tered orally. 

The next step in the preparation 
of a hospital formulary is to classify 
all the drugs in the pharmacy on 
the basis of their similarity of ac- 
tion, or their use in specific diseases. 
This list is then gone over and 
evaluated; additions and deletions 
made, and the revised list is sub- 
mitted to the various medical serv- 
ices for criticism and suggestions. 
After the suggestions of the staff 
have been considered, any neces- 
sary adjustments may be made. 

The resulting list of medicinal 
agents is then arranged according 
to the decision of the committee. 
Most formularies include a_phar- 
macological or therapeutic arrange- 
ment of drugs, together with a com- 
plete index. This list should in- 
clude the form in which the drug 
is available, such as: elixirs, tablets 
and solutions, as well as the official 
dose of the drug. The formulary 
should also include the strength of 
the various medicinals, as for ex- 
ample the weight of active ingredi- 
ent per tablet or capsule as well as 
the percentage of active ingredient 
in liquid preparations. 

All formularies should include a 
list of the ingredients as well as the 
proportions used in making prep- 
arations developed by the hospital 
staff or those peculiar to a particu- 


lar institution. The need for this 
procedure is obvious when one con- 
siders that there is no other source 
of this information. 

For all official preparations usu- 
ally only the official title or syno- 
nym is used. For the physician’s in- 
formation, however, the amount of 
active medicinal agent per dose or 
the percentage of active ingredients 
is included in the description. This 
procedure obviates the inclusion of 
a large number of substances which 
function mainly as solvents and 
flavoring agents. 

For more detailed information 
the physician can always consult 
the official compendiums. The tend- 
ency today is to use English titles 
and to either discard the Latin title 
or to relegate it to second place. 
This makes the formulary much 
more useful to both the intern and 
to the physician. 


Vary in Material 


Formularies vary considerably in 
their completeness. The better ones 
contain a short statement concern- 
ing the action and use of the me- 
dicinal agent, as well as statements 
concerning stability precautions in 
use, time and method of adminis- 
tration and many other details 
which are of great value to the busy 
intern and practitioner. 

Some formularies also include 
general hospital policy regarding ad- 
mission and discharge of patients, 
autopsies and so forth. Many in- 
clude procedures to be followed in 
obtaining service from the labora- 
tories such as the blood bank, bac- 
teriology and blood chemistry. 


Formularies also include general 
information concerning the drug 
policy of the hospital, suggestions 
on prescription writing, narcotic 
regulations, symptoms of poisoning 
and antidotes, and equivalents of 
weights and measures. All of this 
information is constantly used by 
the intern and physician. 


In the anticipated post war ex- 
pansion of medical care the need 
for hospitals to adopt a formulary 
will be even much greater than it is 
today. The administrator who in- 
itiates the formation of a thera- 
peutics committee now will be in a 
far better position to provide the 
best in medicinals at the lowest 
cost to the greatly increased num- 
ber of patients. 
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Bnitish Doctors Vote ‘No’ on 


WHITE PAPER 


| pion 17, 1944, Was an impor- 
tant day in the story of Britain. 
The Government issued its long 
awaited White Paper giving its pro- 
posals for a national health service. 

It was not revoluntionary. It em- 
bodied many recommendations of 
Sir William Beveridge and the Lib- 
eral Party. But it did envisage a 
complete medical service free of 
charge for every man, woman and 
child in the country. 

Immediately the White Paper was 
published the British Medical Asso- 
ciation asked the British Institute 
of Public Opinion (Gallup Poll) 
to conduct a survey of every doctor 
in the land to discover their medical 
opinion on the proposals. The re- 
sults of that survey are published 
today. 

A copy of the White Paper, an 
analysis of it prepared by the B.M. 
A. and a questionary were sent to 
53.728 doctors, men and women, 
including those in the services. It 
is a world record for an inquiry of 
this nature. 

Replies were received from 325,- 
435; this figure of 48 per cent of 
replies is also a record. 

The replies were then weighed 
by the B.I.P.O., so that the pub- 
lished total represent what they 
would be if ever doctor in the land 
had completed the questionary. 
Here are the doctors’ replies to the 
principal questions. 

For or against? On the whole are 
your reactions to the White Paper 
favourable or unfavourable? 

Answers indicated that favour- 
able reactions came to 40 per cent, 
unfavourable amounted to 53 per 
cent, while “don’t know” was the 
answer of 6 per cent. 

Fifty-two per cent of the service 
doctors are in favour and 60 per 
cent of the salaried doctors, exclud- 
ing those in voluntary hospitals, 
also favour it. 

Last September the B.M.A. voted 
that any national health service 
should be given to go per cent of 
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This material is from an article which 
appeared over the signature of Ralph Mc- 
Carthy in the London News Chronicle for 
August 4, 1944. It is reproduced here 
because its report of the findings of the 
British Institute of Public Opinion in re- 
gard to Britain's White Paper will be of 
interest to American and Canadian hos- 
pital administrators. 











the population and denied to the 
10 per cent upper income group. 
The doctors were asked: 

The White Paper proposes that 
N.H.S. should include everyone but 
that no one should have to use it. 
Should, or should not, this basic 
proposal be accepted? 

Here the doctors disagree with 
the B.M.A.: 60 per cent say the pro- 
posal should be accepted, 37 per 
cent say it should not, 2 per cent 
“don’t know.” 

Two in every three doctors want 
health centres. They were asked: 

The White Paper suggests that 
subject to initiation locally and “in 
the last resort to the decision of the 
Minister” health centres will be set 
up and maintained by county or 
county borough councils. Do you 
approve or disapprove of the prin- 
ciple of health centres? 

Sixty-eight per cent approve, 24 
per cent disapprove, 6 per cent 
don’t know. 

Those who approve have clear 
ideas of what they want; 42 per cent 
would like a centre where both pre- 
ventive and curative work is done, 
including maternity and child wel- 
fare and school medical service, 
while 15 per cent prefer a com- 
munal doctors’ surgery as outlined 
in the White Paper. 

There has long been criticism of 
the custom of a doctor buying his 
practice, often by hire purchase 
(installment) methods. Now the 
doctors themselves condemn it. 
They were asked the question: 

Do you think that the sale and 
purchase of all general practices on 
the assumption that adequate com- 









pensation is paid to existing owners 
should continue or cease? 

To this 33 per cent replied they 
thought it should continue; 52 per 
cent that it should cease; 13 per 
cent didn’t know. 

A majority suggested that doctors 
in health centres should receive a 
small basic salary plus capitation 
fees. 

The most revealing fact about the 
survey is that the doctors them- 
selves seem to be more progressive 
than the B.M.A. They want a com- 
prehensive national health service 
for all, they want to abolish the 
sale of practices, they want modern 
comprehensive health centres. 

Why, then, are the majority un- 
favourable to the White Paper? It 
appears to be a question of admin- 
istration. They were asked: 

The White Paper envisages as 
the central administrative structure 
the Minister of Health, the Ministry 
of Health plus the Central Health 
Services Council. Do you think this 
is satisfactory or unsatisfactory? 

They replied: Satisfactory, 35 per 
cent; unsatisfactory, 51 per cent; 
don’t know, 7 per cent. 

This was the question which 
caused the greatest number of doc- 
tors to write letters. 

Ninety per cent of them had 
something to say. The main idea of 
those who opposed the White Paper 
is that the National Health Service 
should be in the hands of the doc- 
tors, themselves electing their rep- 
resentatives. 

Here lie obvious dangers. Any 
national health scheme will be or- 
ganized and run for the benefit of 
the community, not for the doctors. 
Should this public service be con- 
trolled by the doctors there would 
be a syndicalist setup. The con- 
sumers’ interests would take second 
place. 

Finally, comment must be made 
on the opinion of the doctors now 
in the service. 

Who are these men? Generally 
they have been in private practice 
and now are salaried servants of 
the state. 

And what do they think? To al- 
most every question their opinion 
is contrary to that of the British 
Medical Association. 

The majority are in favour of the 
White Paper, and 41 per cent of 
them believe that the White Paper 
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scheme would enhance the quality 
of the country’s medical service. 
These are the doctors, mostly young, 


who will come back to build 
Britain’s medical service for the 
future. 


PREVENTION 


OR YEARS accidents have ac- 
poe for a high percentage 
of both admitted patients and out- 
patient service in the Adrian Hos- 
pital of Punxsutawney, Pa. 

A portion of this is directly due 
to the large number of men em- 
ployed in coal mines, lumber 
camps, and similar dangerous occu- 
pations — yet home, school, and 
highway accidents contribute more 
than a reasonable share. 

Five spinal injuries, seven bro- 
ken legs, four burn cases, of which 
three were serious—all in a go bed 
hospital at one time—together with 
an average of six minor injuries 
being brought in every day for out- 
patient treatment seemed enough 
to worry about. 

Although every accident is re- 
ported in our local papers whether 
serious or not, and this undoubt- 
edly has been of some help, appar- 
ently there are still too many 
people who are careless. 

Obviously little could be done by 
anyone connected with the hospital 
regarding industrial accidents, 
these being, under control of the 
Bureau of Mines and other safety 
organizations that are doing a high- 
ly efficient piece of work 

Conferences were held with staff 
members, business people, leaders 
of local organizations, and parents 
of injured children and it was final- 
ly agreed that the most satisfactory 
audience before whom the facts 
might be presented would be the 
students of the high school. 

This group automatically pro- 
vides not only a large audience, but 
also listeners who may be depended 
upon to carry the message to their 
own homes and to discuss it freely 
among themselves. 

The superintendent of schools 
readily agreed to set aside one hour 
for the presentation of this subject 
and to have every member of the 
four classes, numbering approxi- 
mately 1,150, present. 
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Since a dry talk without illustra- 
tions would be practically useless, 
the next step was to persuade pa- 
tients who had suffered accidents 
largely through their own careless- 
ness to appear on the platform and 
be criticized for what they had 
done and in this way be cited as 
bad examples. Strangely enough, 
of the first 10 people asked only 
one declined, the rest expressing 
the opinion that they could take it 
if their personal misfortune served 
to help someone else. 


Those selected included two burn 
cases, both of which occurred in 
home kitchens; two children, one 3 
years old whose hand had been 
caught in a washing machine, the 
other, 9, who had fallen from a 
tree; two bicycle riders who had 
collided with automobiles, and 
some miners who had failed to ob- 
serve safety rules. 

Although hospitals are proud of 
their part in the ceaseless battle to 
eliminate the causes of illness, rare- 
ly has accident prevention been 
considered an essential factor in 
this campaign. This program stress- 
ed the importance of the latter 
viewpoint. 

To stand on that platform, as I 
did; to introduce the speakers; to 
recall what each patient had suf- 
fered and their willingness to help; 
to look into a thousand faces, 
young, keen, interested and to real- 
ize that what we were doing might 
mean the saving of some of those 
invaluable lives, left only one 
thought, “I am glad we did it,” 


Each of the patients was indi- 
vidually introduced to the audi- 
ence by Dr. G. M. Musser, chief of 
surgery and traumatics, who gave 
a brief outline of the accident, the 
time lost and the expense involved, 








Accident Victims. 
eature Program | 
Hered to P. H.§ | 


State Police an. 

pe olice and Hospital 
| — to Present Unique 
| Education in Prevention, 
ee 
NEWSPAPER publicity emphasized the value 
of survivors’ own stories of accidents. 


tm 






§ 


emphasizing how it could have 
been avoided. 

A modern hospital bed, together 
with splints, crutches, a Bradford 
frame, and other fracture equip- 
ment, was demonstrated to show 
that recovery from any injury was 
not and could not be a pleasant 
experience. 

The third phase was a dialogue 
presented by members of the State 
Police reporting investigations of 
several recent highway accidents in 
which children were involved, all 
of them with fatal results. 

The officers were questioned by 
Lt. Jackson Dodson, commander of 
the local police district, and the 
illustrations used were the death of 
two children riding the same 
bicycle which crashed headlong 
into a car; a particularly horrible 
accident in which an automoble 
with six students as passengers 
drove off the highway and crashed 
into a tree, and several others not 
so serious but all of them resulting 
from carelessness and illegal driv- 
ing. 

The presentation required a few 
minutes longer than the hour al- 
lotted, but the audience appeared 
interested to the fullest extent and 
a number of the students have since 
gone out of their way to express 
their personal appreciation. 

From faculty members and fami- 
lies of the students, there have 
come many expressions of approval 
and the general opinion seems to 
be that the meeting was successful, 
that it was worth more, many times 
more, than the time required to 
prepare it, and a request has been 
made that similar meetings be held 
at least once every two years. 
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Facing the Problems of 
NURSING SERVICE 


HE 1944 hospital number of 

The Journal of the American 
Medical Association lists 6,655, hos- 
pitals and of these 3,600, or more 
than half, are of a one hundred bed 
capacity or less. On further study 
we find that of these 3,600 hospitals 
only 329, or about g per cent have 
schools of nursing. This leaves 91 
per cent that must depend on grad- 
uate nurses and aides or attendants 
for the care of their patients. 


After deriving this much infor- 
mation from the report, it seemed 
interesting to find out just how 
these hospitals are staffed. It was 
impossible to study the whole of 
the United States so three states, 
one in the east, one in the north- 
west and one in the southwest were 
used as a basis for our conclusions. 
Our findings should be fairly rep- 
resentative as these states have 338 
hospitals of 100 beds or under 
again using the A. M. A. list. They 
represent 76 per cent of the hospi- 
tals in these states and are in both 
urban and rural areas. Of these 4.7 
per cent had schools of nursing. 


From reports received from 165 
of these hospitals, using only those 
without schools of nursing, we find 
that there are only 871 graduate 
registered nurses employed, not in- 
cluding the administrators. These 
hospitals represented 5,316 beds so 
this means that there is about one 
nurse to every six beds. These 
nurses, of course, cover all three 
shifts and provide such other serv- 
ices as operating room, central sup- 
ply and so forth. Fourteen hospi- 
tals had no graduate nurses and, of 
these, six did not have a nurse as 
an administrator. 


Of these hospitals, 47 had doc- 
tors as administrators; 49, nurses, 
and 44, other. Nearly all of them 
stated that salary was not a contrib- 
uting factor as they were willing to 


_ From a paper, “Maintaining Adequate Nurs- 
ing Service in the Small Hospital,” presented 
at the American Hospital Association Third War 
Conference, in Cleveland, October 1944. 
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pay anything within reason to get 
nurses. 

We must first decide what our 
nursing service is to be; an all grad- 
uate staff, graduates and students, 
or graduates and aides or attend- 
ants. Nurses prefer the name “at- 
tendant,” thus disassociating these 
completely from the nursing group. 
Whichever nursing service we de- 
cide upon should be selected as a 
matter of policy and not of expedi- 
ency though we may have to adjust 
our policy temporarily. : 

We have found very few hospi- 
tals of this size with an all graduate 
staff. Of those contacted there were 
a negligible number. There are 
probably three reasons why this is 
true; shortage of nurses, lack of in- 
terest on the part of nurses in gen- 
eral duty nursing, and economy of 
operation. 

These three reasons will prob- 
ably exist after the war even as they 
do now. There will probably not 
be as great a surplus of nurses as 
some think. There is a tremendous 
amount of rehabilitation and re- 
construction to be done not only in 
this country but all over the world. 
This will require many nurses. 
Many will drop out of nursing, es- 
pecially the older and the married 
nurses. 

Lack of interest in general duty 
has been general for some time. 
This is in no way meant as a criti- 
cism, but the present education is 
not designed to interest nurses in 
routine bedside care. It seems rea- 
sonable, with all the highly techni- 
cal duties acquired by nurses dur- 
ing the past few years, that these 
newer arts would be much more in- 
teresting and that the routine work 
would cease to attract. At present, 
the spread of interest is too great. 

It is not reasonable to think that 
nurses’ salaries will return to the 
pre-war level. It is certainly to be 





hoped that they do not. Our in- 
come from patients is greater now 
than it ever has been. Rates to pa- 
tients have been increased by most 
of us not once but several times. 
Collections are good. It is true that 
most people are earning more now 
than they ever have but there are 
still many with limited incomes 
and even these may drop after the 
war. 

We have probably reached our 
maximum income and there is no 
point in planning a salary budget 
in excess of our present one. There 
are, of course, small hospitals with 
endowments or with a class of pa- 
tients who can pay very high rates 
but this is not generally true. 

If these statements are true, how 
could the average hospital change 
from a graduate and attendant staff 
to an all graduate staff? Salaries for 
the months of June and July in my 
own hospital amounted to 59.7 per 
cent of the total expense. We are 
staffed with graduate nurses, at- 
tendants and volunteer workers. If 
we had replaced the attendants — 
forget the volunteers — with gradu- 
ate nurses at the lowest salary we 
pay, our salaries would have been 
67.5 per cent of our total expense. 

A recent survey shows hospitals 
with payrolls running as high as 
75 per cent. It does not seem rea- 
sonable to think that the other hos- 
pital expenses — x-ray, laboratory, 
food, laundry, maintenance, house- 
keeping, medicines, dressings — can 
be paid with the remaining 25, per 
cent as shown by these hospitals or 
the 32.5 per cent that would be left 
in mine. 

We found that only g per cent of 
the hospitals of the size under con- 
sideration had schools of nursing. 
This percentage will probably not 
increase after the war but will more 
likely decrease with the ever ad- 
vancing requirements of nursing 
education. 

It is no new thought that, with 
the present trend in nursing and 
the lack of interest in general duty, 
another group would be developed. 
It is also quite true that there is 
nothing new about the use of this 
group called by so many different 
names: Aides, attendants, auxiliary 
workers, practical nurses. If this 
group is to become a part of our 
nursing service as a matter of policy, 
its members should have a name 
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that is used generally over the en- 
tire country. We should define and 
limit their duties, decide what their 


preliminary education is to be and _ 


set up a definite teaching program 
for them. | 


The question of name is very 
confusing. To me all these names 
mean the same thing but they evi- 
dently do not to other people, as 
we find the same hospital reporting 
so many aides, so many attendants 
and so many practical nurses. Of 
the hospitals contacted only 17 had 
classroom instruction for attend- 
ants. 


‘Freezing’ Works Two Ways 


The freezing of employment has 
helped us keep our employees but 
has hindered us in securing new 
ones. We do not want to take 
needed employees from other hos- 
pitals, but both nurses who are do- 
ing private duty and attendant ma- 
terial are deterred from coming to 
us when they realize that they are 
entering essential work and cannot 
later leave for other employment at 
will. 

The use of employment agencies 
has, in most people’s experience, 
been for some time entirely with- 
out success in securing nurses but 
has helped us in locating attend- 
ants. Approaching hospitals with 
schools of nursing has also been 
practically useless. These young 
graduates are either entering the 
armed forces, being retained by 
their own hospitals or taking ad- 
vanced work. 

The only success we have had 
locally is by newspaper publicity. 
Articles in our local papers telling 
of the serious need for nurses seems 
to always bring out several that are 
not working. 

Salaries, hours and working con- 
ditions affect both the securing and 
keeping of employees. Salaries must 
be in line with those paid by other 
agencies for private duty. This last 
is Not so serious as it first appears. 
When we take off the usual day a 
week, vacations, sick leaves and hol- 
idays that are ordinarily granted 
taff nurses with pay and for which 
sraduate nurses are not paid we 
iind that their income is brought 
down to a quite reasonable level 
and pretty much in line with the 
salaries we are paying. 
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Cash—instead of the various pre- 
requisites we required nurses to ac- 
cept during the time we were being 
so very paternal—not only relieves 
the administrator of much work 
and responsibility but makes a 
more satisfied employee. If we fur- 
nish any or all of these services — 
meals, room, laundry, medical care 
—the amount of cash available for 
salaries is decreased, and cash is 
what counts. 


A full day off each week, straight 
time, vacations as usual, and a rea- 
sonable sick leave should be our 
policy. Most of us are willing and 
glad to accept part time employees 
and use them at such times as they 
are able to work. 


If our basic. salaries are high 
enough to attract nurses and at- 
tendants we still must offer them 
the incentive of periodic raises 
based on length of service and abil- 
ity. Ability can be recognized usu- 
ally by placing employees in more 
responsible positions with better 
pay. A better effect is obtained, es- 
pecially in general raises, if we can 
anticipate the demand and give the 
increases before we are asked to 
do so. 


It is difficult to have meetings 
with the entire staff these days but 
these meetings are more important 
than they ever were. Usually it is 
only possible to meet with one shift 
at a time, but any decisions made 
by one group should be passed on 
to the other groups by the adminis- 
trator and not by rumors emanat- 
ing from the meeting. 

A hospital tops the United States 
Army when it comes to rumors. It 
is better for all information to 
come direct from us rather than to 
be distorted. Many employees have 
been lost, or nearly lost, by mis- 
information and rumors. Night 
nurses are the most difficult to con- 
tact. Asking the night nurses to 
breakfast with us works quite well. 

If we are to interest the staff em- 
ployees and have their cooperation 
we must keep them informed. They 
are always interested in the statis- 
tical report and should be given 
facts from the financial report. 

Above all, we should tell them 
our plans and problems. These are 
usually no secret and if we are to 
keep our employees we must in- 
terest them and make them feel a 


part of our organization and they 
cannot be interested in something 
about which they know nothing. 


Even in these busy times new 
nurses should be given full infor- 
mation about their work as applied 
to our individual hospitals. Many 
become discouraged on account of 
early mistakes and it is difficult or 
impossible to help them regain 
their confidence and interest. At- 
tendants should have classroom 
teaching as well as instruction on 
the wards. They, too, can be lost 
by discouragement during the early 
days of their employment. 

The hospitals that have been 
able to take advantage of the Train- 
ing Within Industry program are 
very fortunate. Its course in job 
methods is very valuable but pos- 
sibly the course in job relations is 
even more important at the present 
time in teaching our department 
heads how to direct employees and 
keep them contented. Many of the 
department heads we have today 
have not had much experience and 
have lost us employees by lack of 
diplomacy and tolerance. 


Broaden Responsibility 

Many of us have made an error 
in our staff organizations where we 
have all graduate nurses. Many of 
us have had a floor supervisor, a 
medicine and treatment nurse and 
general duty nurses. If the medi- 
cine and treatment nurse is elimi- 
nated and the general duty nurses 
assume the entire responsibility for 
a group of patients assigned them, 
including charting, they are much 
more interested. 

Neither nurses nor attendants 
should be used for work that can 
be done by less skilled employees. 
It is hard for them to credit our 
tales of shortage of nurses and at- 
tendants when nurses are expected 
to do work that ward secretaries 
and housekeepers could do and at- 
tendants the work of maids. 

We must never cease to empha- 
size the importance of the work 
they are doing and their value to 
us. We have little to offer in the 
way of glamour as compared with 
the armed forces, the war plants or 
blood banks, and it should be our 
constant effort to try to impress on 
them the essentiality of hospital 
work and our dependence on and 
appreciation of their labors. 
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Ldito rials 


The Inter-American 

A LARGE DELEGATION of leaders in the hospital field 
in this country has just returned from Lima, Peru, 
after helping to make a success of the second institute 
sponsored by the Inter-American Hospital Association. 

There is a noticeable upsurge of interest among our 
Latin American neighbors in better hospital and med- 
ical care. While hospital facilities are not as readily 
available in these countries as in our own, major con- 
struction programs are in process, and Latin America 
is moving rapidly toward developing better hospital 
care. 

The American Hospital Association takes pleasure 
in supporting the activities of the Inter-American Hos- 
pital Association. Much of the information on hospital 
standards developed in this country can be of assistance 
to the membership of the Inter-American Association. 
Institutes do much to permit an exchange of informa- 
tion between our countries. 

The Inter-American Hospital Association has an 
unusual opportunity to facilitate the development of 
hospitals and improvement of hospital standards. 
Membership in the Inter-American Hospital Associa- 
tion is open to hospitals in the United States and 
Canada. The hospitals of North America wish this 
organization well as it moves toward the formation 
of a strong association. 





Step by Step 

THE WAGNER-MURRAY-DINGELL BILL before the 78th 
Congress becomes a thing of the past with the adjourn- 
ment of that Congress. Early in January, however, 
Congress will convene again and the whole question 
of the place of the federal government in a program 
for improving the health of the country will be re- 
opened to legislative suggestion. 

In this isue is printed a letter from Senator Robert 
Wagner asking certain suggestions from this Associa- 
tion in regard to amendments and improvements to 
the Wagner-Murray-Dingell Bill. This clearly indi- 
cates that legislation may be promptly reintroduced in 
the new session of Congress. 

Hospital administrators of this country have a seri- 
ous responsibility in giving their advice as experienced 
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administrators on one of the greatest problems of 
administration which has confronted the federal gov- 
ernment. The Association is clearly on record with 
suggestions for government assistance for the improve- 
ment of hospital service. There are certain steps on 
which general agreement is apparent, and it would 
seem that, rather than a comprehensive program em- 
bodying many controversial issues, much might be 
accomplished by going ahead in those areas on which 
there is agreement. 

From the standpoint of practical administrative 
limitations alone, a program worked out step by step 
would seem to have much to recommend it. It must 
also be remembered that the Commission on Hospital 
Care, inaugurated by the American Hospital Associa- 
tion, which is even now studying the more contro- 
versial points, may in its report be able to set a pattern 
that will resolve certain of the problems on which it 
now seems so difficult to reach agreement. 





Voluntary Action 


PRESIDENT ROOSEVELT is now preparing a fourth term 
program aimed at meeting the gigantic problems of 
readjustment in the postwar period, a primary aim 
being the maintenance of full employment which may 
require a federal program of spending in order to 
avoid serious unemployment during a period of con- 
version at the end of the war. 

The President’s program in tentative form, as it is 
reported to be shaping up, includes assistance from 
government to private business in conversion, planning 
for large-scale public works, action on the St. Lawrence 
seaway, study of the possible need for lowering the 
40-hour week, loans to allied nations that are potential 
heavy customers for American goods and, significantly, 
the stimulation of private enterprise in developing new 
health and housing measures, supplemented where 
necessary by direct federal action. 

The President’s inaugural address and the outline of 
his program to the Federal Congress will be watched 
with interest by those concerned with developments in 
the hospital field. In the past the President has been 
very specific in recommending sweeping changes in 
the distribution of medical and hospital care, recom- 
mendations which have been looked on with appre- 
hension by the medical profession and by hospital 
administrators. 

Perhaps during this fourth term, past experience 
may have indicated the advisability of a more intimate 
cooperation between government and those concerned 
with the health of the nation, if an orderly program of 
development is to be worked out. Federal expendi- 
tures could supplement and strengthen present volun- 
tary activities so that better distribution of medical 
and hospital care is attained without sacrificing the 
fine quality of service. 
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Taxation of Hospitals 


THE Position of the nonprofit hospital in society 
has changed through the years. The original voluntary 
hospital supported by contributions from the com- 
munity and caring primarily for indigent patients 
was extended tax exemption because of its important 
contribution to the health and welfare of the com- 
munity. As hospital service has become desirable and 
indeed imperative for the whole population, the ad- 
mission of patients paying the cost of hospital care has 
led some agencies of government to question the con- 
tinuance of tax exemption. Indeed in California, 
nonprofit hospitals have in the past not been extended 
exemption from taxation. 

An article by Emanuel Hayt in this issue clearly 
presents the thesis that tax exemption for hospitals, 
by the very nature of the service rendered and by 
court decisions, has been continued, not on the basis 
of the free care rendered patients, but on the basis 
that maintenance of a hospital is in itself a contribu- 
tion to the health and welfare of the community. 
Therefore tax exemption is indicated. 

Mr. Hayt’s article was written before the decision 
by the voters of the state of California on November 
7 to extend tax exemption to hospitals. His reasoning 
does, however, confirm the good judgment of the 
voters of that state. 

The tax exemption of all hospitals is strengthened 
by this decision in California. The California Hospital 
Association is to be congratulated on its effective 
presentation of the facts behind this issue to the voters 
of California. The service which the hospitals of Cali- 
fornia can render their public should be greatly 
strengthened by the removal of the burden of taxation. 
This action by the voters makes unanimous among the 
states the decision that the operation of a nonprofit 
hospital warrants support by government through 
tax exemption. 





Plans and Hospitals 


A PLAN DIRECTOR of long experience in Blue Cross 
--and indeed in the hospital field—discusses in this 
issue in a very frank manner some of the problems 
in Blue Cross development and in plan and hospital 
relations. 

The hospital field is enthusiastic as to the ultimate 
possibilities of Blue Cross prepayment plans. Sixteen 
million subscribers have lifted the movement beyond 
insignificant consideration. The success of Blue Cross 
is by all odds the strongest argument available to the 
hospital field and indeed the medical profession fo1 
a successful coverage of the employed population of 
the country under a voluntary prepayment program 
‘or hospital and medical care. 

Objective and realistic consideration of prepayment 
hospital care indicates the necessity for frank discus- 
sion between plans and hospitals. The advantage of 
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the voluntary program is the opportunity which it 
offers for such free dicussion and a voluntary solution 
of problems as they arise. Under a compulsory federal 
program the very cumbersomeness of government 
operation would seem to make difficult evolution 
through such means. However, free discussion im- 
poses responsibility. The voluntary program is only 
advantageous in so far as such discussion can be ob- 
jective and constructive. 

The American Hospital Association, through its 
approval program for Blue Cross plans and through 
the efforts of member hospitals, has aggressively par- 
ticipated in the promotion of Blue Cross. The Ameri- 
can Hospital Association, with plans as members, 
furnishes a medium for the interchange of ideas which 
will keep plans sensitive to the problems of hospital 
operation and hospitals conscious of their responsi- 
bility for development so that an ever larger number 
of the population may enjoy the advantages of pre- 
payment for hospital care. 





Hospital Literature 


VERY FEW HOSPITAL administrators contribute 
through editorial efforts to the increase of knowledge 
in the field of hospital administration. A recent study 
of a large number of nominees applying for member- 
ship in the American College of Hospital Administra- 
tors indicates that but a small percentage has ever 
published an article. 

Every hospital publication is on the lookout for 
good material. There are a limited number of good 
authors who repeatedly appear in hospital literature. 
These good writers are not the only experienced ad- 
ministrators. They have determined the value to them- 
selves of placing their ideas in writing; they have 
appreciated the value of reading in the field of hospital 
administration, and feel it a duty to make their ex- 
periences available to others. 

Hospital administration covers a wide and diversi- 
fied field of activities. It is almost impossible for an 
administrator to be up to date on every aspect at all 
times. Each periodically studies one aspect of activities 
in his own hospital, often one which is causing concern. 
Improved service to patients from that department is 
almost always predicated on detailed study. The ad- 
ministrator as he repeatedly makes these studies can 
be of great assistance to others in the hospital field 
who may at that time be concentrating on another 
aspect of hospital administration if he puts his study 
in writing. 

The American College of Hospital Administrators 
seems to consider writing as one measure of administra- 
tive ability. Every hospital administrator should en- 
deavor periodically to place his experiences in writing, 
not only for his own benefit but for the benefit of 
others in the field. 
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The Patient Who Sees an 
ADVANCE 
STATEMENT 
Gets a Sugar-Coated Bill 


HOSPITAL BILL caused the hus- 

band of a patient to come in 
to my office with the avowed in- 
tention’ of shooting me. Several 
weeks later, when he had regained 
his equilibrium we discussed the 
incident and he told me he had 
been carrying a revolver for the 
sole purpose of using it on me. His 
purpose was only frustrated, he ex- 
plained, by the appearance of two 
men in uniform as they stepped 
off the elevator into the lobby just 
as he was passing through on his 
way to my office. At the sight of 
the uniforms he became so upset 
that he was actually shaking when 
I met him. 

Another patient slumped and 
died shortly after being presented 
with his hospital bill. We who had 
prepared the bill wondered if it 
was more than just a coincidence. 

Then there was the patient who 
for 11 years had been entertaining 
his friends with the story that the 
hospital had charged him $20 for 
a four mile ride in the ambulance. 
Finally he recited the story to one 
of my friends who relayed it to me. 
A check of the records revealed 
that he had been charged the reg- 
ular rate of $5 but had not paid 
the ambulance charge nor any part 
of his hospital bill. 

Every hospital administrator 
who views a hospital bill as some- 
thing to be paid if the patient is 
able to pay it has had similar ex- 
periences. Such experiences are not 
pleasant to reflect upon. Yet where 
bills are to be collected there is 
much room for. unpleasant rela- 
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tions, especially where—as in the 
case of hospital bills—the services 
purchased were unexpected, the 
debtor frequently financially un- 
prepared, and the end result—good 
health or a life saved—too often 
unappreciated. 


But illness and bills for hospital 
service will always be inseparable 
and will always be ‘a bitter dose. 
The unholy combination will be- 
come more and more unpleasant 
as hospital charges grow higher 
and higher due to the better qual- 
ity of complex services, requiring 
more and more years of the train- 
ing and skill necessary to keep 
abreast of medical progress. The 
increased hospital charges result- 
ing from improved hospital service 
are a measure of the long way hos- 
pitals have advanced since they 
were mere alms houses for the sick 
and referred to as “the place to 
go to die.” The bills, if any, at that 
time were quite small and the serv- 
ices and treatment were usually 
proportionate. 

A review of accounts and old 
charts in almost any hospital will 
show that the patient received 
much less for each dollar paid on 
a hospital bill in 1900 than he re- 
ceives today. Today his chances of 
recovery are much greater and 
while his treatment is more in- 
tense, his hospital stay is shorter, 
and the total bill not much greater. 

Today he can insure himself and 





his family against the unpredict- 
able hospital bill through group 
hospitalization. Until such time as 
the entire population carries hos- 
pital insurance and until that in- 
surance is all inclusive and un- 
limited the hospital administrator 
will continue to be faced with the 
problem of balancing his budget 
by collecting for services rendered 
those able to pay. So until that 
time we must make the most of 
an unpleasant situation. 


We can use a little sugar coating 
on our bills. This we have tried to 
do at Conemaugh Valley Memorial 
Hospital and while we realize that 
we have not produced the utopia 
in hospital billing we have elimi- 
nated a large portion—not all—but 
a large portion of our collection 
headaches. We use what we call 
our “Advance Bill.” This is not an 
ordinary bill or invoice. It is a four 
page folder, with the estimated ad- 
vance bill appearing on the last 
page (see cut). 

The first page contains a mes- 


. sage from the management of the 


hospital. This message conveys to 
the patient the assurance that 
everything possible will be done 
for his comfort and speedy re- 
covery. It suggests the possibility 
of misunderstanding and states that 
limitations which may not be easily 
understood may be due to “‘doctor’s 
orders.” It requests the patient to 
call on anyone from the depart- 
ment supervisor to the superin- 
tendent if anything seems not en- 
tirely satisfactory. It even states 
that 407 employees are working 
with the single purpose of carry- 
ing out the doctor’s orders and the 
fulfilling of the needs of the pa- 
tient. 

We feel that this message gets 
us off on the right foot with the 
patient or his sponsor. We don’t 
wait for the patient to find out 
that we are doing everything pos- 
sible for his comfort and recovery, 
but rather we state our policy in a 
positive way. The employees know 
this to be our policy and they know 
that the patient knows it. 

On the second and third pages 
of the folder we state as concisely as 
possible many details about the 
hospital which sooner or later the 
patient will want to know. We 
cover visiting hours, telephone 
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service, guest meals, mail service, 
handling of valuables, and the im- 
portant matter of rates for various 
services. From these two pages the 
patient learns of services which 
have been provided, regulations to 
be complied with and the extreme- 
ly important fact that charges will 
be made according to an estab- 
lished schedule. 


The fixed rates, such as those on 
rooms, are made clear and at the 
same time the variable “extras” 
, such as x-rays or anesthetics are 
/ indicated as ranging between cer- 
| tain figures. We also have this same 
information posted in each room 
and ward. With all this informa- 
tion given in advance the surprise 
is taken out of the bill when it 
is submitted at the end of the week. 
We feel that this corresponds to 
the price tag which is accepted as 
proper merchandising procedure in 
retail establishments. 








‘Sugar Coating’ First 


The first three pages are the 

sugar coating which precede the 

“bad news’—the estimated bill— 

which is typed or written on the 

fourth page. The top two thirds of 

the fourth page is similar to our 

regular bill head. This is filled in 

according to the provisional diag- 

nosis reported. If it is a surgical 

i case the charge for one week of 

q board and care, along with the es- 

timated charge for the anesthetic, 

the use of the operating room and 

other services are shown. This is 

the price tag for our services to 

the best of our ability to esti- 
mate it. 


At the bottom of this page is a 
statement to the effect that the bill 
is estimated—thus avoiding later 
misunderstanding if the doctor or- 
ders services which at the time of 
admission we did not know he in- 
tended to have rendered. We make 
it clear that the correct bill will 
be presented at the end of the 
week, 


We reserve the right to ask for 
the payment of the estimated bill 
in advance; we insist on this only 
if the patient requests accommoda- 
tions which seem to be out of line 
with his finances, however. 


We also make a clear statement 
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THE PATIENT who receives this estimate of what his final bill will be is not apt to be 
too hard hit when the corrected statement is submitted at the conclusion of his stay. 


of the procedure to follow in case 
credit is needed. This we feel takes 
adequate care of the patient who 
on the day of discharge might say 
“I don’t have the money” or “I 
had no idea the bill would be so 
high.” Then we lay out the final 
card when we tell on the bottom 
of page four how they are to apply 
for charity if that is called for. 


We have found from experience 
that this folder eliminates many 
misunderstandings, both with re- 
gard to regulations and the pay- 
ment of hospital bills. We state our 
policies, and tell them our charges. 
We tell them how to arrange for 
credit or charity. We show them 
by having these facts in printed 
form that the regulations and rates 
apply to all patients in a like man- 
ner and even offer to visit the bed- 
side and answer questions or make 
further explanations. 


By having the patient under- 
stand our side of the picture on 
admission, there is little left which 
might be a basis for misunder- 
standing during the period of hos- 
pitalization or at the time of dis- 
charge. One basic fact must be 
kept in mind if satisfactory finan- 
cial relations with patients are to 
be maintained. All the diplomacy 
of a well arranged billing system 





will be lost if the charges are not 
justifiable. 


With this in mind we have made 
frequent reviews of our fee sched- 
ule and have always been on the 
lookout for improvements. One of 
the greatest improvements in our 
experience was the combining of 
many extras into one combined 
extra which we call laboratory and 
medication fixed charge. We had 
been experiencing, as have all hos- 
pitals, the frequent occasions when 
patients will pay a bill of $60 to 
$150 only to question an extra 
item of 35 cents or $1. 


Studied Many Accounts 


We made a study of a large 
group of accounts and computed 
the average amount of our charges 
for extras such as laboratory tests, 
medication, and intravenous solu- 
tions and other items. By further 
calculation we arrived at amounts 
which, if charged, would give us 
the same return graduated over the 
first four days of the patient’s stay 
and would eliminate a_ great 
amount of reporting and posting 
of the numerous extra charges, 
while at the same time ending the 
frequent complaints about the ex- 
tras. 


The laboratory and medication 
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The Hospital and the War 


Hospitals are always on a 24-hour basis. We cannot open for 


business at a later hour nor close earlier. We cannot change our 
schedule of service from daily to every other day nor can we ask 


the patient to “carry his own packages.” 


We want you to know that we fully realize the service to the sick 


must go on in spite of the war. This we pledge ourselves to do. 


Under war conditions some frills, some special attention and 
most of those extras which we all appreciate when we are sick are 
reduced to a minimum or eliminated. This is not a matter of 


choice. Some long standing schedules of routine have been 


The nurses and other employees must use their time efficiently 
in order to meet the basic needs of the patients. They need your 
cooperation in this. They may have hurried with other patients in 


order to have time to take care of your needs. 


We are giving you this brief statement so that you will know 
we are not using the war as an alibi but instead, bending every 
effort to fulfill our determination to meet your needs while you 
are a patient in this hospital—In spite of the war! 


(From a pamphlet presented to all patients who come to the 
Conemaugh Valley Memorial Hospital.) 











fixed charges finally put into effect 
follow: First day—$8; second day— 
$3 additional, or $11; third day— 
$3.50 additional, or $13.50; fourth 
day—$2 additional, or $15.50. The 
$15.50 is the maximum, no addi- 
tional charge being made regard- 
less of the length of the patient’s 
stay. 


System Works Well 


It might be asked at this point, 
why—if we think our system works 
so well—one patient would die on 
being presented with a bill, another 
exaggerate the amount of charges 
and the husband of a third make 
a trip to the hospital intent upon 
shooting the superintendent. The 
incidents of the patient dying and 
the other lying occurred prior to 
the inauguration of the present 
billing system. If the presentation 
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of the bill was in any way a con- 
tributing factor to the cause of 
death, then the use of the advance 
bill might have eliminated some 
of the shock of the final bill and 
the end results may have been dif- 
ferent. The patient who exagger- 
ated the amount of his bill could 
not repeat it very often today be- 
fore he would find himself talking 
to someone who had seen one of 
our advance bills and fee schedules 
and who would put him right on 
his statements. 


If the man who wanted to shoot 
me had carried out his mission, 
I would have been the victim of 
the failure of a third party to fol- 
low through. This man had been 
correctly assured by his doctor that 
arrangements could be made for 
the payment of the entire bill at 
the time of discharge rather than 





weekly. The man wanted it that 
way because he was arranging a 
loan against an insurance policy. 

The doctor had promised to 
make the arrangements at the hos- 
pital and such an arrangement 
would have been entirely satisfac- 
tory—if the doctor had not forgot- 
ten to mention it to us. In the ab- 
sence of special arrangements, the 
usual weekly bill was issued with 
a notation to the effect that the 
bill was due and payable, and 


_ failure to comply would necessitate 


removal to a ward bed. When the 
husband saw this bill he lost all 
reason and went home to get the 
gun. 


Doctors Given Copies 

After this experience we con- 
cluded that it was necessary that 
we give the doctors copies of our 
advance bill for reference when 
they are discussing hospital ex- 
penses with prospective hospital 
patients. 

On each occasion of a change in 
this folder, we mail a copy of the 
revised bill to each member of the 
local medical society. The most re- 
cent change was the addition of a 
sticker entitled ““The Hospital and 
the War” which calls attention to 
some of the problems resulting 
from the war and states our deter- 
mination to meet the needs of the 
patients in spite of the war. 

Whatever we have accomplished 
in the direction of a satisfactory 
billing and collection program we 
feel is due to the fact that we try 
to keep our charges on a justifiable 
basis and inform the patient at the 
earliest possible time of our desire 
to give satisfactory service, the 
need for restrictions and regula- 
tions which might be misunder- 
stood, and our rates and _ policies 
with regard to the payment of bills 
and granting of charity. 

We try to keep in mind that a 
trip to the hospital is an unex- 
pected, unwanted and unprepared 
for experience. We believe that 
most people are honest and quite 
willing to pay their obligations or 
make arrangements to meet them 
to the best of their financial ability 
if given a clear cut explanation of 
the policies and the amounts. 
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T WOULD SEEM that the experi- 
I mental stage of hospital service 
plans has reached the end and that 
Blue Cross directors, Blue Cross 
trustees and hospital administra- 
tors and hospital trustees, should 
commence evaluating these plans 
in relation to the hospitals and the 
communities which they serve. 
Pretty frank criticism should be 
indulged in. 

We must now assume that these 
plans are here to stay; that they 
have become an integral part of 
every-day hospital administration; 
that indeed, they have become a 
very vital part of every-day Amer- 
ican life, and represent the hospi- 
tal’s contribution toward the prob- 
lem of budgeting service costs. But 
unless we pitilessly examine our- 
selves in the light of honest con- 
viction with an all-consuming de- 
sire to improve ourselves, we may 
go on making costly mistakes. 


Some Pertinent Questions 


Do hospital administrators and 
trustees actually know how these 
plans are run? 

Do Blue Cross directors and 
members of their boards actually 
know what the hospitals think? 

Do both have a suspicion that 
the other has some tricks up its 
sleeve, or is there real cooperation? 

Are hospitals trying to dominate 
plans, or are plans trying to domi- 
nate hospitals? 

Do hospitals regard plans as 
year-round Santa Clauses, and do 
hospitals want, nay, even demand, 
_ all they can get from plans? 

Are plans underpaying hospitals 
ind thus exploiting the institu- 
tions in their communities? 

Will low reserves of plans endan- 
ger the financial structure of 
hospitals? 

Will high reserves of plans bring 
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down taxes on plans and eventually 
upon the hospitals? 

Do circus methods of advertising 
and publicity bring down ridicule 
on hospitals, or is the dignity of 
the hospital preserved by proper 
publicity methods, and what do 
hospitals think and do about it? 

Are subscribers to Blue Cross 
plans getting their money’s worth 
and more, or are plans giving as 
little as possible while maintaining 
ridiculous costs? 

Are these high costs penalizing 
both hospitals and subscribers and 
feeding arguments to governmental 
agencies? 

Will hospitals wake up some 
years hence to find that Blue Cross 
directors have ruthlessly and self- 
ishly wrecked their own hospitals 
through improper management? 

These are only a few of the prob- 
lems that every hospital admistra- 
tor should solve. 

Hospitals must realize that in 
the last analysis they will be re- 
sponsible and—frankly—in many 
locations they must act and act 
promptly. Pseudo diplomacy and 
pussyfooting, tolerance and wait- 
ing, won’t do any longer. Action is 
needed and needed now. 

There should be a perfect non- 
suspicious partnership between 
hospitals and Blue Cross plans, but 
unless this is achieved very soon 
the fall will be great and the re- 
pairs costly. 

Let’s go back and try to answer 
some of these questions. We will 
not attempt to set the perfect pat- 
tern, but we have observed plans 






and hospital reaction for ten years 
and feel that our opinion is worthy 
of serious consideration. 

In very few of the communities 
having Blue Cross plans have the 
majority of the hospital adminis- 
trators cr their trustees taken the 
time or interest to find out how 
their own Blue Cross plan is func- 
tioning. Someone has been hired 
to run a plan that pays them 
money, and that’s as far as their 
interest goes. It should go much 
further. 

They should know just how the 
plans affects the operation and ad- 
ministration of their institution. 
They should be solidly behind 
their Blue Cross plan and in every 
way should have confidence 
enough in the plan director to 
know that the methods and ethics of 
hospital administration are being 
preserved. 


Afraid of Realities 

Seldom do the directors of Blue 
Cross plans know—and sometimes 
they don’t care—what the hospitals 
think. This, to our mind, is prob- 
ably the most serious situation fac- 
ing the entire movement. Many 
Blue Cross directors practice petty 
politics and gloss over their ma- 
neuverings at the expense of the 
hospitals solely because they are 
afraid to face realities. They don’t 
and won't learn the philosophy of 
hospitalization. They feel that the 
Blue Cross is on the other side of 
the fence; that hospitals are only 
instruments through which they 
are working and that payments to 
hospitals are a bargaining proposi- 
tion. 

Nothing could be more errone- 
ous than this type of thinking. 
Nothing could harm hospital plans 
and the community more than such 
a short-sighted attitude. Hospital 
administration should not be easy 
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going simply because Blue Cross is 
paying it money. It should know 
whether plans are giving subscrib- 
ers all they can for the money 
received. 

Hospitals should receive and 
thoughtfully review the minutes of 
Blue Cross board meetings and 
committee meetings and have the 
right to voice their objection to 
any policy if it might adversely 
affect the administration of hospi- 
tals. In addition to its board of 
trustees, every plan should have an 
advisory board made up of hospi- 
tal superintendents and no action 
affecting hospital services them- 
selves should be final without at 
least a two-thirds approval of all 
participating hospitals. 


Administrator Deserves Respect 


The director of Blue Cross plans 
should learn and have a proper 
sympathy for the hospital admin- 
istrator. After all, he is the man 
who will ultimately deliver the 
service the plan is offering. He 
should respect the opinion of the 
hospital administrator, and the ad- 
ministrator should know and re- 
spect the Blue Cross director. There 
must be a complete meeting of the 
minds between these two parties to 
the contract. 

From time to time we hear that 
hospitals want to dominate the 
Blue Cross plans, and from the be- 
ginning there has been the fear in 
some hospital administrators’ 
minds that the plan director wants 
to be sort of a “super-superin- 
tendent” of all hospitals, dictating 
policies and practices. Frankly 
some hospital administrators either 
singly or collectively, do feel that 
they should dominate plans, for 
they feel that the hospital has a 
large stake in the entire scheme. 


Intelligent hospital plan boards 
will agree that hospitals have a 
large stake but not to a point of 
absolute domination or dictation, 
thus wrecking the movement. Too 
often the word “cooperate” gets 
confused with the word “domi- 
nate” and this only fans any flame 
of envy or jealousy that may exist. 
Hospital administrators have many 
other operating problems in addi- 
tion to their service plan relations 
and therefore they should remem- 
ber that plans, too, have many 
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other members of the community, 
such as subscribers and employers, 
to deal with and satisfy, in order 
to function successfully. 

A hospital plan’s cooperation 
with hospitals is only one phase of 
all necessary community-wide co- 
operation. Hospitals should see to 
it that plans do not hurt their 
reputations as ethical institutions 
nor interfere with the policies and 
practices of administration. The 
Blue Cross board of trustees must 
be entrusted to formulate policies 
that are to govern the plan and 
the hospital administrator must 
abide by that judgment. 

Cleveland has accomplished this 
by a board of trustees largely made 
up of the trustees of various hospi- 
tals and by having, as recom- 
mended, an advisory committee 
made up largely of hospital super- 
intendents to which is referred 
matters that affect the administra- 
tion of the hospital. 

As far as plan directors wishing 
to become “super-superintendents,” 
we do not know a single director 
who wants such an exalted but 
highly perilous job. In fact, nine of 
the present plan directors left hos- 
pital administrative jobs for the 
opportunity of entering into the 
broader field of service plans. With 
the exception of these nine men 
the others would be totally incapa- 
ble of administering a hospital, and 
they know it. 

There was in the past a certain 
feeling that the plans were year- 
round Santa Clauses but we are 
bound to say that with the years 
this myth has passed. It has passed 
primarily because many hospital 
administrators have come to realize 
that too often the plan is not carry- 
ing its full load—not living up to 
its obligations. 

We know plan directors who pri- 
vately brag that they are not paying 
hospitals their full costs, and this 
is bad—bad for the plan, the hos- 
pitals and the community. Others 
have no idea whether they are ade- 
quately paying the hospitals or not. 
They just want to pay as little as 
they can get away with, which is 
worse. 

To overcome this condition, serv- 
ice plan rates of payments should 
be analyzed annually to determine 
whether or not they are meeting 
current hospital operating costs. 





Hospitals within a community 
should employ cost accountants to 
represent them jointly in such mat- 
ters, and service plans should gladly 
pay at least 100 per cent of what 
is attested to be actual costs. 
Hospitals must be reimbursed as 
fully as possible without passing to 
the subscriber a greater burden 
than he now carries. A 4 per cent 
reduction in a plan’s operating ex- 
penses very often will enable the 
plan to increase hospital payment 
rates more than 6 per cent. 
Therefore, in matters of upward 
adjustment of hospital rates of pay- 
ment the first place to look for this 
additional money is through plan- 
operating economies. The very last 
resort should be by means of sub- 
scriber rate increases, but unfortu- 
nately very often that is the first 
source that is tapped. It can be done 
and if the plan director doesn’t 
know how, the government, one of 
these days, is bound to show him. 


Must Keep Costs Down 


On the other hand, hospitals 
must realize that their costs of 
operation, too, must be kept down. 
We would not strangle scientific 
advancement, but we would most 
certainly recommend that extrava- 
gances be cut out and that hospital 
administrators learn to save by vigi- 
lance and efficiency—if they don’t 
know how, the government will also 
be giving them advice along these 
lines. 

Do plans under-pay hospitals? In 
a great many cases yes, but also in 
a great many cases, no. Hospitals 
should never take a loss on the 
hospitalization of Blue Cross sub- 
scribers. Hospitals should receive at 
least their cost of operation plus 
their depreciation and perhaps a 
little more. Service plans that do 
not aim to meet this obligation are 
not only unfair to member hos- 
pitals, they are also being unfair 
to their subcribers who accepted 
their subscription with the under- 
standing that when they entered 
the hospital they would be full-pay 
patients and not beneficiaries of 
any cut-rate sytem that would tend 
to create a hospital deficit. 

One of the unfortunate phases 
of the Blue Cross business is that 
there has never been established a 
uniform method of reimbursing 
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hospitals. This is because the move- 
ment had a mushroom growth but 
that is scarcely a reason why this 
condition has not been remedied. 
Some plans pay the established 
. charges with a ceiling. Some pay 
straight costs—others pay costs plus 
depreciation. Others pay go per 
cent of established charges and 
some pay their hospitals less than 
the actual cost of rendering the 
service. Not a few plans throughout 
the country have actually brought 
about their large reserves through 
inadequate hospital rates of pay- 
ment—and strange to say, they very 
often point with pride to this ac- 
complishment. 


Need Formula for Payment 


How can this be credited? We 
feel it is only by all the hospitals 
participating in Blue Cross plans 
getting together and agreeing on 
the proper method. After all, it is 
the hospitals that are affected and 
the hospitals should make the de- 
cision. We should think that a good 
representation of these hospitals 
should be formed into a committee 
to prepare — once and for all-time 
—a formula for payments. It would 
be the fair thing to do. There are 
many committees, commissions and 
councils of the American Hospital 
Association that are less important, 
so may we respectfully make this 
as a proposal. 

After more than ten years of oper- 
ation, the very vital question of 
reserves for Blue Cross plans is 
still undecided. A proper non-profit 
hospital service plan that has be- 
hind it the guarantee of the hos- 
pitals actually needs little or no 
reserve at all except for unearned 
premiums. Most plans have some 
legal requirements that must be 
met. But the hospitals need protec- 
tion against being faced with a Blue 
Cross deficit which they must as- 
sume, and here is the question in- 
volved. 

There have been all sorts of 
guesses and proposals, but nothing 
that could be considered concrete. 
We hear that one insurance super- 
intendent says plans should have 
nine times their monthly earned in- 
come and that hospital guarantees 
mean nothing. Others want only 
one-half of the earned and un- 
earned premium for purposes of 
liquidation only. Somewhere be- 
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tween these two, lies the answer. 
We in Cleveland now feel that our 
contracts are actually written on a 
monthly rather than annual basis, 
this legal requirement of one-half 
the earned and unearned premium 
plus approximately three months 
payment for normal hospitalization 
—or enough not to go broke before 
rates can be adjusted upward—is 
sufficient. Would it not be wise for 
all subscriber-contracts to be writ- 
ten in such a way as to permit rate 
adjustments monthly and therefore 
avoid the necessity of large. liquid 
reserves to meet new cost trends? 
This added provision would tend 
to lessen hospital financial respon- 
sibility in a field that is rapidly 
growing to mammoth proportions. 

Just as too low reserves may en- 
danger the soundness of the plan 
and place a burden on participating 
hospitals, so also we believe that 
too much reserve will bring taxes 
upon nonprofit plans and possibly 
on hospitals. We feel that no non- 
profit plan has the right to build 
up ridiculously large reserves when 
the entire spirit of every plan 
should be to give subscribers all 
that they can and pay hospitals in 
such a manner as not to cause any 
loss. 


One of the Blue Cross problems 
that vitally affects all hospitals, 
participating and otherwise, is the 
expensive and undignified public 
education efforts by some Blue 
Cross plans. Only a few years ago 
some plans used a cartoon of a 
man leaping out of bed and making 
for an open window, saying, “I’m 
going down to join the Blue Cross 
Plan.” Anyone who has had any 
connection with hospitals, knows 
that what are commonly termed 
“window jumpers” are the bane of 
the administrator’s life, yet several 
plans used this undignified cartoon. 


Examination of printed matter 
of plans will show that better than 
50 per cent of all that is issued is 
unsuitable for use by a hospital- 
connected activity. In most cases 
these publicity ideas were copied 
from the cheapest health and acci- 
dent companies in the field and in 
our opinion that is exactly where 
they should remain. Then there 
are plans that use elaborate bro- 
chures, three and four-color litho- 
graphing jobs for wide distribution, 


but whose results are far below 
plans that have never sunk to 
“corny” cartoons or been sold into 
multi-colored folders and _ finely 
printed brochures. 

Cleveland has never used any- 
thing but a simple, inexpensive 
folder, plus dignified direct pro- 
motion letters, yet it has the highest 
percentage of enrollment (57 per 
cent). It would almost seem that 
plans whose enrollment is around 
15 or 20 per cent of their communi- 
ties waste the most money on worth- 
less promotion. We would rather 
talk effectively at employee group 
meetings before hundreds or thou- 
sands of workers and thereby re- 
move the necessity of distributing 
expensive printed matter. Frankly, 
in a highly industrial locality, the 
average worker is unable to under- 
stand the wordage prepared by 
booklet people that is primarily de- 
signed for class groups. 


Paid Advertising “Scheme” 


Recently it was proposed that the 
plans enter into a paid advertising 
scheme and that plans contribute 
one per cent of their annual income 
to such an outrage, which would 
actually increase their already too 
high costs by another per cent, 
while the proponents of socialized 
hospitalization are claiming that 
costs are too high as they now stand. 

One commercial advertising 
agency has put a contact man into 
the hospital plan field who has been 
talking at length to groups of direc- 
tors, feeding them yards of statistics 
that are designed to move them to 
costly advertising programs. In each 
case the contact man cities examples 
in the commercial world which are 
in no way applicable to a nonprofit, 
hospital-sponsored field— but since 
it all sounds like big business, many 
plan directors are impressed. 


The only way service plans can 
absorb the cost of a large advertis- 
ing program is by passing on this 
expense either to the subscriber in 
added rates or to the hospitals in 
lower rates of payment. Volume 
itself will play no part in cost of 
rendering the services involved, 
which was estimated at somewhere 
around $750,000 as a starter. At a 
payment of $7.50 a‘’day for hospi- 
talization, this would mean 100,000 
days care. The subscribers’ dollar 
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should be sacred and not thrown 
away in three-quarter million lumps 
annually for commercial advertis- 
ing. 

As our political friends say, “let’s 
look at the record.” The plan that 
has been most enthusiastic regard- 
ing this paid advertising project 
has been operating for nearly seven 
years and its cost as of June 30, 
1944, is 11.71 per cent—which is 
more than the average for com- 
parable plans. Another plan en- 
thusiastic over paid advertising, has 


operated since May, 1935, and has 


an operating expense of 13.69 per 
cent. These are both plans that 
have large numerical enrollment, 
but nevertheless very small per- 
centages of their population. 
Another proponent of advertis- 
ing has in nearly six years been 
able to secure about 8 per cent of 
his community—at a cost of 22.72 
per cent as of June go, 1944. It 
would seem that it is not paid ad- 
vertising these plans need but a 
thorough investigation by their 
member hospitals, to find out 
what’s wrong before more of the 
subscribers’ money is_ carelessly 


spent. Do they want commercial 
advertising to do the job that they 
were hired to do? 


The heads of many plans operat- 
ing in large areas take their title 
of “director” far to literally. Within 
their organizations they have very 
often employed specialists in fields 
where they themselves should serve, 
thereby lowering the plans’ operat- 
ing expense. 

Incidentally, one of the provi- 
sions for plan approval by the 
American Hospital Association is: 

“The cumulative ratio of field 
service and administration expense 
to earned subscription payments or 
dues should not exceed 30 per cent 
for the first full year and the month- 
ly ratio should be considerably less 
by the end of the year. After three 
years the ratio must not exceed 15 
per cent.” 

The underscoring is ours. As of 


June 30, 1944, 12 plans that have - 


been operating for more than five 
years have costs from more than 
15 per cent up to 30.53 per cent, 
and two plans that have been oper- 
ating more than four years have 
costs exceeding 15 per cent. 

High costs of operation penalize 
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both the hospital and the sub- 
scriber and are the weakest feature 
of Blue Cross plans. It is incon- 
ceivable that any plan’s costs after 
a reasonable time, say four years, 
should be more than 10 per cent, 
and we are glad to report that 10 
plans have reduced their costs to 
below this percentage. But there is 
still much to be done. Percentage 
of cost should not be accomplished 
by increasing the payment from 
subscribers, as some directors think. 
The only thing accomplished by 
high operating cost is to feed with 
ammunition those in favor of com- 
pulsory hospitalization. 

So we think it is time for the 
hospitals of this country to see to 
it that (a) the subscriber is getting 
his money’s worth—and more; (b) 
that hospitals are fully paid at 
least as to their costs, but that hos- 
pitals keep these costs down; (c) 
that Blue Cross not be allowed to 
use expensive, useless and undigni- 
fied means of promotion; (d) that 
Blue Cross plans be made to lower 
their costs; (e) that adequate re- 
serves for the protection of sub- 
scriber and hospital be maintained, 


but no more, and (f) that close and 
friendly cooperation be maintained 
between plans and hospitals. 

Blue Cross plans have a definite 
social and civic obligation, and the 
plans should realize that they are 
above insurance companies. We 
should get back to the original pur- 
pose and interest of the hospital 
service plan movement, i.e., a hos- 
pital-sponsored, self-sustaining, non- 
profit system for furnishing hospital 
care to the community at a cost it 
can afford to pay. 

The first obligation is that sub- 
scribers shall get everything pos- 
sible for the least possible payment 
for that service. The next obliga- 
tion is to see that hospitals are 
fully and completely paid for the 
service rendered subscribers. 

The third obligation is that plans 
must be run in a dignified manner 
in keeping with the dignity and 
standards of the hospitals that they 
represent—or they are not truly rep- 
resentative. The fourth obligation 
is that Blue Cross plans must get 
and keep their expenses below 10 
per cent. 





Dr. Donald C. Smelzer, managing 
director of Germantown Dispen- 
sary and Hospital, Philadelphia, 
and president of the American 
Hospital Association, was honored 
recently at a dinner given by the 
board of trustees of the Hospital 
Association of Pennsylvania at the 
Bellevue-Stratford Hotel, Philadel- 
phia. 

More than 30 persons from the 





hospital and medical field at- 
tended. Special guests included the 
two living past presidents of the 
American Hospital Association who 
hold membership in the Pennsyl- 
vania association—Dr. Joseph C. 
Doane, medical director of Jewish 
Hospital, Philadelphia, and Dr. 
Robin C. Buerki, director of the 
Hospitals of the University of 
Pennsylvania, Philadelphia. 
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The Chronic and A ged Ill Increase the Need for the 
TRAINED PRACTICAL NURSE 


, 


7 Is a trained practical 


nurse? 

The term as used in this discus- 
sion denotes a‘man or woman who 
has received a formal course of in- 
struction — usually nine months to 
a year in length — in a school of 
practical nursing that meets the 
standards approved by state boards 
of nurse examiners, in states where 
these workers are licensed, or by the 
National Association for Practical 
Nurse Education. 

She (or he) is between 18 and 
50 years of age, has completed at 
least eight years of elementary 
school, is in good health, and will 
be prepared by classroom work and 
hospital experience to care for semi- 
acute, convalescent and chronic pa- 
tients in hospitals, at home or with 
visiting nurse associations. 

Upon graduation, she is a voca- 
tionally prepared worker. In no 
sense of the word should she be 
looked upon as comparable to a 
poorly prepared professional nurse. 
She stands on a sure foundation, 
equipped to give the necessary nurs- 
ing care to the largest category of 
our sick population — the chronic 
and longtime convalescent. 


Whole Question of Interest 


The whole question of practical 
nurse training and service is an 
extremely interesting one. The 18- 
50 admission age for students is 
unusual in vocational training. The 
graduate practical nurse over 40 
years of age is sought as much as 
one 15 years younger — for maturity 
of judgment, understanding of 
household problems and acceptance 
of responsibility are particularly 
welcome on private duty cases. 

From the lower two-thirds of 
high school academic courses, from 
vocational high schools, from ele- 
mentary schools, come girls and 
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women who have in them the stuff 
that goes to make a good practical 
nurse. Kindliness, an ability to get 
along with people, patience, manual 
dexterity and a sense of responsi- 
bility are not prerogatives of aca- 
demic achievement. 

Practical nurse service is an eco- 
nomic and a practical necessity. 
Patients of all degrees of financial 
competence are victims of chronic 
or long-time convalescent illnesses. 
The practical nurse can afford to 
charge less than the professional 
nurse because her period of prepara- 
tion is shorter and less expensive, 
and the entrance requirements 
much less exacting. 

More potent than the financial 
consideration in deciding on the 
relative value of worker to job is 
the effect on institution and patient 
of a vocational group enthusiastic 
about its work and accepting, as 
part of the vocation for which it 
was trained, the inevitable simple 
routines that are concomitants of 
patient care. The trained practical 
nurse is prepared to give assistance 
in housekeeping as well as furnish- 
ing the necessary nursing service. 
Her preparation has included spe- 
cial courses in the care of the 
chronic and convalescent patient. 
The psychological approach to dif- 
ferent age levels has been explained 
in simple terms and recreational 
diversions taught for the child, the 
adult and the aged. 

There is perhaps no vocational 
career in which so much of previous 
learning can be utilized — secre- 
tarial training, physical education, 
reading aloud, driving a car and 
music appreciation. Cultural back- 
ground is important because of the 
close, long-term relationship of 


the practical nurse to the family. 

The number of these vocational 
nurses needed will be influenced by 
the rapidity and correctness with 
which their services are interpreted 
to the medical profession and to the 
public; by the experience of insti- 
tutions that have successfully used 
volunteer workers during:the war, 
and by the increasing numbers of 
chronic and convalescent patients. 

Jensen, Weiskotten and Thomas, 
in their 1944 study, “Medical Care 
of the Discharged Hospital Pa- 
tient,” remark “chronic disease to- 
day presents a more serious problem 
of medical care than acute disease.” 
The treatment of these patients, 
whether at home or in institutions, 
can in most instances be entrusted 
to the care of a vocationally trained 
man or woman under professional 
supervision. 


Underestimate Field 


Because our institutions are more 
vocal in expressing their needs, the 
breadth of the home nursing field 
tends to be underestimated. Up and 
down the land, in private homes, 
are the aged, the surgical and med- 
ical convalescents, the orthopedic 
children, maternity patients and 
their babies. Many more could be 
happily cared for at home were 
trained personnel available. 


It is imperative that funds be 
sought for study of the place of the 
practical nurse in the community, 
her relationship in terms of num- 
bers and duties to the professional 
nurse, the breadth and depth of 
preparation necessary to carry on 
her duties in institutions and public 
health agencies and in the home. 


Hospital administrators mast ac- 
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cept a definite responsibility in the 
development of this vocation. They 
can assist in the program of public 
education by urging the need of 
trained practical nurses. They can 
circulate vocational information on 
practical nurse schools. They can 
support legislation leading to li- 
censure of practical nurses and the 
establishment of schools for this 
training. 


Has Broad Representation 


The Joint Committee on Auxili- 
ary Nursing Service of the three 
national nursing organizations also 
has representatives from the Ameri- 
can Red Cross Service, the Ameri- 
can Hospital Association the Ameri- 
can Medical Association, the Amer- 
ican Home Economics Association, 
the National Association for Prac- 
tical Nurse Education, and others. 
There are many questions before 
the committee demanding an an- 
swer, following the acceptance by 
the committee of the need of a vo- 
cational level in nursing. The 
American Nurses Association is urg- 
ing licensure of all who nurse for 
hire. 

The U.S. Office of Education has 
an active committee on practical 
nursing, composed of representa- 
tives from many organizations in- 
terested in the nursing needs of the 
community. This committee is en- 
gaged in a job analysis of practical 
nursing to be followed by the set- 
ting up of a tentative curriculum to 
aid state vocational education di- 
rectors who wish to develop prac- 
tical nursing as a vocation. 


The National Association for 
Practical Nurse Education, with 
headquarters in New York City, has 
committees at work on accrediting 
and curriculum and a broad pro- 
gram has been outlined for the 
study of practical nurse public re- 
lations, placement services and post- 
war supplemental courses for vari- 
ous war emergency nursing groups 
who may wish to continue in this 
field as licensed practical nurses. 


The New York State Committee 
for Recruitment and Education of 
Practical Nurses is well on its sec- 
ond year of work. Its program seeks 
to interpret and clarify the con- 
fusion surrounding practical nurs- 
ing, and to recruit for approved 
schools and give health education 
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courses to practical nurses licensed 
under the waiver in New York State, 
but without formal preparation for 
their work. 

Last year more than a thousand 
licensed practical nurses took these 
10-week evening courses taught by 
a professional nurse. The classes 
met for two hours twice a week and 
were a combination of bedside nurs- 
ing demonstration followed by prac- 
tice and lecture. 

The experience of New York 
State with practical nurse licensure 
since 1938 shows that licensure per 
se does not fill the practical nursing 
schools, build up better relations 
between professional and practical 
nurses or stimulate state organiza- 
tion among practical nurses. It does 
not interpret to registrars, medical 
profession, the public or the prac- 
tical nurses the place in the 
nursing pattern of this worker nor 
what should be expected of her. 

It does not regulate hours or 
salaries. I do not suggest that it 
should, but merely that a program 
of publicity and good relations is 
imperative if legislation is to play 
the part intended in safeguarding 
the health of the community and 
the welfare of the worker. 


There are many problems that 
need to be studied and some com- 
mon meeting ground found for 
agreement. For example, legislative 
committees of state nurses associa- 
tions must decide:— 


1. What this worker shall be 
called. 


2. What arrangement each state 
must make to give additional nurs- 
ing knowledge to the group already 
working without preparation as 
practical nurses. 

3. What the entrance require- 
ments shall be. The National Asso- 
ciation for Practical Nurse Educa- 
tion feels that we are doing the 
public a disservice if we set the edu- 
cational standards so high that they 
exclude the group of older women 
who never completed high school, 
and who, we know, make excellent 
practical nurses. 

4. The curriculum, and what is 
to be the balance of home-making 
and nursing classes. The answers 
received to a questionnaire sent out 
to graduates of approved practical 
nursing schools during the past five 
years leave us in doubt regarding 


the values of the present homemak- 
ing content. 

What revision of previous policies 
set by the professional nursing or- 
ganizations is necessary? Should the 
statement concerning professional 
and practical nursing schools con- 
ducted by the same institution be 
modified to admit of further con- 
sideration of the need and ability 
of state mental hospitals to conduct 
such schools without overlapping 
or exploitation of either group? 

Will the United States Public 
Health Service continue its interest 
in and support of nursing after the 
war? Will this include practical 
nursing as an integral part of the 
whole nursing pattern? 

A national center for authentic 
practical nurse information is much 
needed. This information should 
be made uniform and material used 
by speakers should be checked 
against facts. 


Requires Sound Basis 


There are those who feel that 
many professional nursing schools 
without proper facilities for main- 
taining present and future stand- 
ards should be urged to abandon 
the professional school in favor of 
a practical nurse school. There is an 
element of danger to the vocational 
program in this thinking, unless 
the board of directors realizes that a 
practical nurse school must have 
adequate equipment, well-prepared 
instructors, controlled and super- 
vised ward practice, a good health 
program, recreational facilities and 
suitable housing. 


The shorter course, the slight 
emphasis on science and the under- 
lying principles of nursing, the 
much smaller range of clinical ex- 
perience necessary make it possible 
to use the smaller hospitals with 
active services where medical, sur- 
gical, pediatric and obstetric bed- 
side nursing experience can be 
given. 

Consideration should be given to 
the advisability of giving every 
practical nurse some knowledge of 
mental hygiene. Her work carries 
with it the implication of mental 
nursing when the aged, the long 
time convalescent, the chronic, are 
considered her special field. These 
categories of patients need special 
understanding. 
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The Hospital Is Still the 


FIRST 


FIELD) 


OF SERVICE 
For the Trained Dietitian 


N “Dietetics As a Profession,’* a 
I considerable amount of space is 
devoted to the hospital as the first 
field of service of the dietitian. Al- 
though dietitians have pioneered in 
several fields, there is a tendency on 
the part of all of us to associate the 
word “dietitian” with the hospital. 
The close association of these two 
words has resulted in a binding tie. 
It is appropriate to report to hospi- 
tal superintendents the trends and 
developments in the educational 
program and, more especially in 
these trying times, to report on the 
supply of dietitians. 

In a consideration of supply, we 
automatically turn to the courses 
approved by the American Dietetic 
Association, for it is through these 
approved courses that we can ac- 
tually feel the pulse of the dietetic 
profession, and thus chart a record 
of its progress. 

The present approved courses, 71 
in number,t accommodate approxi- 
mately goo students during the 
year. This is a great contrast to the 
situation five years ago when there 
were but 56 courses, graduating a 
total of 450. The expansion has 
come about by increasing the num- 
ber admitted to established courses, 
by organizing new courses in both 
civilian and Army centers, and by 
accelerating the program. 

Although the American Dietetic 
Association has sponsored admin- 
istrative courses as well as hospital 
and food clinic courses, 1944 marks 

From a paper, “Measuring Public Opinion,” 
presented at the American Hospital Association 


Third War Conference, in Cleveland, October 
1944, 

*“Dietetics As a Profession’”—second edition. 
An illustrated brochure describing the activities 
of the dietitian in the many capacities in which 
she serves. This booklet is available from the 
American Dietetic Association, 620 N. Michigan 
Avenue, Chicago 11; price, 25 cents. 
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a new accomplishment in the form 
of an administrative course in in- 
dustry. All of this is a far cry from 
the fact that 25 years ago at the 
second annual convention of the 
association, in Cincinnati, the idea 
of establishing training courses for 
dietitians in hospitals was looked 
upon by some as a new, somewhat 
radical and not too practical ven- 
ture. 

We are asked whether in the per- 
iod after the war we will have an 
overabundance of dietitians. If it 
appears that too many dietitians 
are being trained, a shrinking pro- 
cess can go on within the courses 
by decreasing the number admitted. 
In the present organization of new 
courses, some attention is being 
given to the geographical location, 
although the quality and scope of 
work offered in a course are the 
chief considerations. 

The demand for dietitians in the 
Army Medical Department still 
exists, in spite of the fact that our 
records indicate that at least one 
out of every six members of the 
American Dietetic Association is an 
Army dietitian or is in some branch 
of the United States services. It is 
estimated that one out of every four 
members of the association who 
were in civilian hospitals is now 
a dietitian in the Medical Depart- 
ment of the Army. This includes 
dietitians in veterans’ hospitals. 


With this information at hand, it 


TSince the presentation of this paper the 
Executive Board of the American Dietetic Asso- 
ciation has approved the following four courses, 
making a total of 75 approved courses: St. 
Luke’s Hospital, Cleveland; Albany Hospital, 
Albany, N. Y.; Colorado State Hospital, Pueblo, 
Colo., and Veterans Administration Hospital, 
Hines, III. 


is easy to realize why civilian hos- 
pitals are in urgent need of dieti- 
tians. 

Many dietitians who had retired 
from the field or who are home- 
makers are again serving in the 
hospital dietary department. A 
great deal of relocation has oc- 
curred. Many dietitians are em- 
ployed with government agencies. 
Others are employed in state, coun- 
ty and city health departments, 
while still others are relocated as 
dietitians in industrial feeding posi- 
tions. The fact that 5,751 changes 
of address have been made in a 
membership of 6,500 dietitians dur- 
ing one year bears evidence that 
the members of the profession are 
not static! 


The American Dietetic Associa- 
tion operates a placement bureau, 
a service for its members only. A 
brief survey of the situation in the 
placement bureau in the spring and 
also in the fall of 1944, as reported 
in the accompanying chart, serves 
to show the unprecedented demand 
for dietitians. 


From the data provided by this 
survey, it is apparent that hospital 
administrators and superintendents 
are aware and appreciative of the 
service rendered by dietitians. Every 
effort is made to fill positions, yet 
the total picture is discouraging 
when there are three times as many 
positions listed in the Placement 
Bureau as there are registrants to 
fill them. 


It is anticipated that there ‘will 
be a conversion problem after the 
war. The war activities council of 
the association has sent a question- 
naire to 750 hospital superintend- 
ents and others who hire dietitians, 
inquiring about the approximate 
number of dietitians needed after 
the war.** With the ever expand- 
ing hospital program designed to 
reach all persons with hospital care 
of high quality, it stands to reason 
that the demand for dietitians in 
civilian hospitals will continue in 
the postwar era. 


In light of the new developments 
in food preservation and its prepa- 
ration, as well as new ventures in 
institutional equipment, the dieti- 


**A preliminary report of the War Activities 
Council was made at the Annual Meeting of 
The American Dietetic Association on October 
26. It was indicated that 337 hospitals now 
employ 855 dietitians whereas the anticipated 
need after the war is 1,229 dietitians in these 
institutions. This represents a 43% anticipated 
increase. 
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tian’s work should become even 
more fascinating in the future. 
Standards of food preparation and 
food service have been affected by 
necessary wartime adjustments. Die- 
titians are realizing more than ever 


before the great necessity for care- - 


ful training of personnel. Each day 
we become more convinced of the 
fact that qualifications for any one 
job must be specified, that the selec- 
tion and direction of employees 
must receive the serious attention 
of the employer. Job analyses with 
complete records for every em- 
ployee are indicated. 


We now have listed in the Place- 
ment Bureau at least one position 
for an employee training supervisor 
for a dietary department. Among 
the duties of this dietitian are: de- 
velopment of performance tests for 
applicants; instruction of all new 
employees, adapting methods used 
by “Training Within Industry” to 
hospital dietary positions; stand- 
ardization and follow-up of work 
procedures for all types of opera- 
tions, such as dishwashing and mop- 
ping; cooperation with the person- 
nel department in establishing job 
specifications and reporting prog- 
ress of all new employees; develop- 
ment of a health and safety program 
within the department; and class 
instruction for groups of employees 
and development of manuals for 
them. 


This shows the trend in new ad- 
ministrative achievements. In all 
probability there will be more posi- 
tions requiring the services of con- 
sultant dietitians. These consultant 
duties will include both the work 
of the therapeutic dietitian and the 
administrative dietitian. It may be 
assumzd that the latter would con- 
tribute much towards consultation 
on dietary department layouts and 
equipment. 

Mention of equipment is not 
complete without reference to the 
ever present problem of sanitation, 
for the two go hand in hand. The 
responsibility involved in feeding 
large groups of people means that 
every precaution should be taken 
to prevent any possible contamina- 
tion of food. Actual bacteriological 
studies indicate that improvement 
in dishwashing methods is greatly 


_ ttMethods of Sanitizing Eating and Drink- 
ing Utensils.” John Andrews; Public Health 
Reports, August 25, 1944, p. 1103. 
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needed in institutional kitchens.++ 
All other institutional equipment, 
as well as floors, walls and other 
surfaces should have the watchful 
attention of the members of the 
dietary staff, for housekeeping 
standards must be continuously 
checked and maintained. 


During the past year a joint study 
has been conducted by the Ameri- 
can Hospital Association and the 
American Dietetic Association on 
labor policies and practices in the 
hospital dietary department. Miss 
Mary M. Harrington, Harper Hos- 
pital, Detroit, chairman of this pro- 
ject, has sent a five page question- 
naire to approximately 314 hos- 
pitals. 

There was a time when one die- 
titian assumed all the administra- 
tive duties together with therapeu- 
tic work and a full teaching load 
for good measure! With the in- 
creased nursing program and the 
advent of the Cadet Nurse Corps, 
the scope of teaching responsibili- 
ties of the dietitian has widened. 
There is an increasing tendency to 
employ at least one dietitian, and 
often more than one, for full-time 
teaching positions in schools of 
nursing. At last it is realized that 
the obligation to teach nutrition 
and dietetics to nurses is no small 
responsibility to be shouldered by 
one dietitian whose administrative 





duties already require full and un- 
divided attention! 

In this connection, the American 
Dietetic Association, in cooperation 
with the National League of Nurs- 
ing Education, has developed a 
professional education project on 
instruction in nutrition for student 
nurses and the evaluation of results. 
A teaching manual in preliminary 
form was sent out this fall for trial 
in 121 hospitals with schools of 
nursing. Following revision of the 
manual, plans for making it avail- 
able for general use will be com- 
pleted. Thus, it is hoped that the 
quality of nutrition teaching to 
student nurses will be improved. 
At the same time, it is believed that 
valuable teaching assistance to 
young inexperienced dietitians will 
be rendered. 

At the present time, 16 of the 
approved courses offer some grad- 
uate credit to student dietitians. 
Similar plans are being considered 
by eight other courses. There is 
variety as to type of graduate work 
—nutrition, community nutrition, 
public health and administration. 
Additional opportunities for grad- 
uate work will undoubtedly occur. 
One might conjecture that as a 
postwar development, approved 
courses would be prolonged to al- 
low for further study and research, 
thus raising the standards of diete- 
tic endeavor. 
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State Commuttee Channels 


SURPLUS FOODS 


ISTRIBUTION Of surplus foods 
D through the War Food Admin- 
istration seems at first glance to be 
an extremely difficult and compli- 
cated job, but in reality is compara- 
tively simple, if certain fundamental 
requirements are available. 

It must be recognized that the 
War Food Administration can ob- 
tain and deliver to any locality 
surplus foods in carload — or oc- 
casionally truckload — lots only, but 
inasmuch as this agency is not in a 
position to make any distribution 
from these carload lots, it becomes 
essential that a committee be 
formed to distribute the goods, to 
guarantee that this distribution is 
proper and to see that receipts are 
turned in upon completion of de- 
livery. 


Supplements Purchases 


The distribution of surplus foods 
is to supplement and not to replace 
the purchase of foods from regular 
sources by the institution. Chari- 
table institutions may participate 
in this program only to the extent 
of their non and/or part-pay pa- 
tients. For the purpose of determin- 
ing the number of non and/or part- 
pay patients, you may consider any 
patient who does not pay his own 
cost as falling in to this category. 

A typical example of how this 
works out can best be shown by out- 
lining the procedure developed by 
the War Food Committee of the 
Philadelphia Hospital Association, 
of which I was chairman. This com- 
mittee was appointed in December 
1943 and the accompanying form 
was submitted to all the member 
hospitals of the Association. The 
purpose of this form was to deter- 
mine the eligibility and the require- 
ments of the participants in this 
group. 

Part I of this form contains the 
igreement required by the WFA 
ind Part II the information re- 
quired by the committee. This was 
ater expanded to take in any 
iomes, sanitaria or other charitable 
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institutions which were not mem- 
bers of the association. 


Upon the basis of these forms an 
application on behalf of the associ- 
ation was submitted to the WFA 
containing a compilation of the in- 
formation received through this 
medium. The association assumed 
responsibility for distribution of 
any commodities received and of 
seeing that its participating hos- 
pitals abided by the agreement. 

Having ascertained the total num- 
ber of non and/or part-pay patients 
in the participating agencies, it be- 
came the basis for the volume of 
surplus foods to which they were 
entitled. In our case the average 
number of non and/or part-pay pa- 
tients total approximately 4,500. 
The basis for distribution is set 
by the WFA and occasionally varies; 
for instance, we have distributed 
eggs on a basis of two dozén per non 
and/or part-pay patient per month, 
and cabbage orf‘a basis of 5 Ibs. per 
patient per month, and potatoes on 
a basis of 8 lbs. per patient per 
month. During the first eight 
months this committee distributed 
more than eight carloads of sur- 
plus foods. 


Having submitted the required 
data to the WFA and having re- 
ceived approval, the actual distri- 
bution of commodities works out 
as follows: As chairman of the com- 
mittee, the WFA informs me that 
it will have available for distribu- 
tion in the near future a surplus of, 
let us say, potatoes. We are entitled 
to a carload of this commodity. 

We inform the WFA that we 
would like this carload delivered to 
a railroad siding at a given location, 
and it places this order. When this 
car is rolling we are informed that 
it will arrive on or about a certain 
date. 

While this commodity is in tran- 
sit, my committee prepares the dis- 
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tribution list and individual institu- 
tion receipts on forms received from 
the WFA. The railroad informs me 
upon delivery of the car and my 
committee obtains from the WFA 
the government bill of lading, or 
as occurs in some instances where 
there has been a delay in the receipt 
of the government bill of lading, a 
release for the car. We then make 
arrangements with our own trucker 
to remove the commodity and make 
distribution in accordance with the 
individual receipts turned over to 
him. 


The trucker proceeds to make de- 
liveries, collecting the trucking 
charges from the institution when 
he delivers the commodity. He ob- 
tains from the institution a signed 
receipt which is returned to my com- 
mittee. These receipts are sub- 
mitted to the WFA as an account- 
ing for the distribution. Several in- 
stitutions in our group are located 
in outlying areas of the city where 
our local trucker cannot deliver. In 
these cases he delivers to a freight 
agent, who makes deliveries direct, 
and ‘the institution receiving the 
commodity pays the transportation 
costs involved. 


Can Create Committee 


Even in those areas where there is 
no local association it should be 
possible for several larger institu- 
tions to create a war food committee 
that would handle distribution of 
these commodities. It might be 
feasible to survey the area to deter- 
mine the number of different types 
of charitable institutions requiring 
food and to organize them into a 
distributing unit. 


Having obtained this general in- 
formation, communication with the 
nearest regional office of the WFA 
would clear the way for submission 
of the application on behalf of the 
group. Bear in mind that these 
foods are perishable and when the 
WEA buys up its surpluses it is 
anxious to make distribution to 
eligible institutions as soon as pos- 
sible. 


A trip to the WFA regional office 
and a conference with the regional 
director would be well worth the 
time on the part of any committee 
or individual interested in carrying 
out this program. 


75 


Blue Cross News 








Urge Simplified Enrollment 
FOR INDIVIDUALS | 


B™ CROSS PLANS, founded on the 
- principle of group enrollment, 
have been consistently aware of the 
desire for hospitalization prepay- 
ment benefits on the part of the 
millions who either have no con- 
nection with a group — such as an 
industry, professional organization 
or club — or are members of groups 
which are too small numerically to 
permit participation. 

Many of these persons, repre- 
sented by the storekeeper, shoe- 
maker, and the beauty operator 
who is self-employed, the widow 
who lives on a moderate income 
from investments, and the combina- 
tion stenographer-bookkeeper who 
manages a small office, are now 
finding it possible to prepay hos- 
pital bills through a Blue Cross 
plan. 

During the October, 1944, con- 
ference of Blue Cross plans in 
Cleveland, it was unanimously 
agreed that individual enrollment 
should be promoted, the recom- 
mendation having been made late 
in the summer by the Hospital 
Service Plan Commission on behalf 
of the Committee on National En- 
rollment and Reciprocity. It was 
proposed to rely upon popular ac- 
ceptance for a reasonably good 
“selection” among the applicants, 
rather than to use medical examina- 
tions, inquiries or interviews for 
preventing the acceptance of “bad 
risks” and to achieve quickly an 
experimental enrollment equal to 
five per cent of the total plan par- 
ticipants. 

Recently making available re- 
sults of Blue Cross enrollment of 
individuals are the Cleveland and 
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Providence Blue Cross plans. The 
New York City plan, according to 
an announcement by its president, 
Louis H. Pink, is at present study- 
ing the results of eliminating a 
number of restrictions regarding 
the enrollment of individuals for 
the period between November 13 
and December 15. Y 

The individual enrollment pro- 
grams of these plans, as of the other 
plans which enroll on this basis, 
should be contrasted to all forms of 
payment-direct groups, including 
the enrollment of entire communi- 
ties at one time, a common prac- 
tice of a number of plans. Eligible 
participants in individual enroll- 
ment are self-employed persons, 
persons employed by establishments 
with less than the minimum num- 
ber eligible for group enrollment, 
and other self-supporting persons. 

Individual enrollment in Cleve- 
land was conducted with the co- 
operation of the Public Service 
Bureau of the Cleveland Press, one 
of the leading newspapers of that 
city. During September the Press 
printed 11 different feature stories 
explaining individual enrollment. 
These were accompanied by cou- 
pons to be filled out by readers 
ineligible to join Blue Cross 
through a group. The coupons pro- 
vided space for the name and 
address of the interested person 
and the members of his family and 
included information as to rates 
for the two types of hospital service 
offered, ward and semi-private. 

A total of 6,900 of these coupons 
was turned over to the Cleveland 
plan by the Public Service Bureau 
of the Press, the second largest re- 








sponse ever experienced by that 
bureau in its sponsorship of com- 
munity projects. Applications sub- 
sequently completed and approved 
increased the Blue Cross protected 
in the already 60 per cent covered 
Cleveland territory by 7,602. Group 
enrollment, too, was markedly in- 
creased during the “open” enroll- 
ment period. Michael A. Kelly, as- 
sociate director of the Cleveland 
plan and an ardent supporter of 
the individual enrollment _prin- 
ciple, estimated that approximately 
3,000 joined through groups be- 
cause of public relations activities 
directed to individuals. 

The Providence, R. I., plan, re- 
ports Stanley Saunders, executive 
director, added 12,218 individuals 
to its membership as a result of a 
campaign beginning August 28 and 
ending October 18. An intensive 
public education program, includ- 
ing paid advertising—newspaper 
and radio—was the plan’s method 
of reaching a substantial portion of 
Rhode Islanders with information 
concerning enrollment procedures 
and benefits of Blue Cross. As in 
Cleveland, utilization was _ con- 
trolled and “bad risks” kept at a 
minimum by permitting individ- 
uals to enroll only during the fixed 
period. The Providence plan, too, 
reported an unusually large month- 
ly enrollment among groups stimu- 
lated by public relations activities 
directed primarily to individuals. 

Both the Rhode Island and the 
Cleveland plans placed a minimum 
of restrictions on the enrollment of 
individuals. The Rhode Island 
plan, explained G. Maurice Cong- 
don, president, in a news release, 
allows individually enrolled sub- 
scribers maternity benefits after a 
nine-month waiting period and 
covers such conditions as tonsillec- 
tomies, hernia and hemorrhoid op- 
erations without a waiting period. 
Benefits for individually enrolled 
subscribers in the Cleveland plan 
are also substantially the same as 
for those enrolled through a group. 

To control utilization and pre- 
vent abuses the Cleveland and 
Providence plans rely upon inter- 
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mittent periods of enrollment aided 
by a community public relations 
program. This method of approach, 
in the opinion of these plans, as- 
sures a good selection and conse- 
quently a reasonable utilization 
among subscribers. 

Provisions of the New York City 
plan, during its period of fewer re- 
strictions, included a waiver of the 
medical examination and question- 
naire for applicants and their fami- 
lies. Enrollment was open to per- 
sons in good health 60 years old 
or under. Rates are slightly higher 
for those so enrolled, and maternity 
care is excluded from the benefits 
offered. As was true in the other 
plans, the simplified enrollment 
procedure affected, for the most 
part, individuals who are self-em- 
ployed, unemployed, or who work 
in small firms with less than five 
employees. 

This lifting of restrictions, ac- 
cording to Mr. Pink, was made 
possible by the steady growth of 
Associated Hospital Service of New 
York, now composed of nearly 
1,700,000 members (277,574 of 
whom were enrolled during the 
first nine months of this year). Sub- 
scribers who enroll individually 
are entitled to the regular period 
of care—21 days—and to go addi- 
tional days at one-half the hospital’s 
established rates in semi-private ac- 
commodations in any one of the 
260 participating hospitals in the 
greater New York area. 

For several months the Roches- 
ter, N. Y., plan has been using paid 
advertising as a media for reaching 
individuals in its area. This plan 
experimented early with individual 
enrollment and enrolled fair-sized 
numbers during two recent “open” 
enrollment periods. 

The practice of intermittent en- 
rollment periods is not the only 
means of controlling utilization 
and maintaining the soundness of 
the respective plans. Other methods 
of approach include the restriction 
of benefits, the raising of rates, en- 
rollment of the head of the family 
only, and in a few instances, the 
lowering of age limits. Frequently 
maternity care is excluded from 
benefits offered individually en- 
rolled members. 

Of the 69 approved Blue Cross 
plans replying to a recent question- 
naire distributed by the Hospital 
Service Plan Commission on the 
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VIRGINIA L. CLARK, office supervisor at Blue Cross plan headquarters in 
Providence, looks ahead to the conclusion of that plan’s direct enrollment cam- 
paign on October 18, and to the end of the pile of applications which engulfed 
her daily during the “open” enrollment period. 





procedures and extent of individ- 
ual enrollment, approximately 25 
indicate that part of their member- 
ship was enrolled on this basis. Re- 
turns from the questionnaire show, 
too, that there is a trend toward 
lowering the minimum employed 
group size, a practice which in 
principle, acts the same as individ- 
ual enrollment to make Blue Cross 





GROCER ORESTE FELICI of Provi- 
dence is shown here making appli- 
cation to Blue Cross representative 
Isabelle Donilon at the lobby booth 
in the Hospital Trust Building. Felici’s 
son, John, seems interested in the 
procedure. 


A few of the self-employed groups, 
besides grocers, finding themselves 
eligible for Blue Cross protection for 
the first time are butchers, bakers, 
barbers and beauticians. 


available to more of the nation’s 
men, women and children. The 
minimum employed group size en- 
rolled by 33 of the plans is five; 
six plans will take as few as three 
in an employed group; 15 will take 
two, and five accept groups of 
“one”; that is, self-employed per- 
sons who have neither partners nor 
business associates. 





RECIPROCITY IS ADOPTED BY 
EIGHT SOUTHWEST PLANS 

Out-of-town service benefits are 
being offered to the subscribers of 
eight plans in the Southwest group 
as a result of the action taken last 
month at a regional meeting. The 
reciprocity arrangement, substan- 
tially that recommended by the 
Hospital Service Plan Commission, 
was adopted by plans located in 
Tulsa, Kansas City (Mo.), Des 
Moines, Sioux City, St. Louis, Den- 
ver, Topeka and Dallas. 

The St. Louis, Dallas and To- 
peka plans are those known to have 
secured board approval prior to 
the meeting to make reciprocity 
effective January 1. The five other 
agreeing plans anticipate the com- 


pletion of arrangements to make 


reciprocity effective early in the 
year, either by February 1 or 
March 1. 


Blue Cross leaders at the one-day 
meeting expressed willingness to 
promote reciprocity among all Blue 
Cross plans writing such a provi- 
sion into their contracts. 
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Survey Lists 
And Classifies 
Plan Flospitals 


Member hospitals of Blue Cross 
plans numbered 3,215 as of Octo- 
ber 1, 1944, a survey just completed 
reveals. Of the total, 2,959 are lo- 
cated in the United States and 
Puerto Rico and 257 in seven Ca- 
nadian provinces. 

The dominant type of Blue Cross 
hospital is one under church or 
nonprofit association control. This 
is true with respect to number of 
hospitals, 64 per cent of which are 
under “voluntary” auspices, as well 
as total bed capacity, 79 per cent of 
which is under church and non- 
profit association control. 

The total bed capacity of the 
Blue Cross hospitals in the United 
States and Puerto Rico is shown in 
Table I as 308,365. This includes 
an estimated bed capacity for 270 
unclassified institutions which were 
entered in the tabulation at 40 beds 
per hospital. Practically all of the 
member institutions are general 
hospitals, for the admission of sur- 
gical and medical cases requiring 
short-stay service. There are, how- 
ever, a few mental, tuberculosis, or 
isolation hospitals enrolled for the 
care of conditions peculiar to the 
specific institution. 

The average size of Blue Cross 
member hospitals tends to be slight- 
ly larger than for the entire coun- 
try. For example, the average size 
of the 1,004 registered church hos- 
pitals in 1943 was 130 beds, as com- 
pared with 142 beds per hospital 
for the 734 Blue Cross member in- 
stitutions. The average for the 
1,952 nonprofit association hospi- 
tals registered in 1943 was 99 beds 
per institution, whereas the average 
of the 1,181 Blue Cross member 
hospitals is 117 beds. 

The 510 proprietary hospitals re- 
ported as member institutions con- 
tain slightly less than 20,000 beds 
for an average of 39 per institution; 
this may be compared with an aver- 
age of 35, beds for the 1,415 regis- 
tered hospitals under proprietary 
auspices in 1943. There are 264 
county, city, and state hospitals 
which are member institutions of 
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TABLE I—CONTROL AND BED CAPACITY OF 
BLUE CROSS MEMBER HOSPITALS OCTOBER 1, 1944 





76 Blue Cross Plans (United States and Puerto Rico) 








Hospitals Beds Average 
: No. % No. % capacity 
Governmental 264 8.9 35,011 11.4 133 
Proprietary 510 17.3 19,803 6.4 39 
Church 734 24.8 104,484 33.9 142 
Nonprofit Association 1181 39.9 138,267 44.8 117 
Unclassified 270 9.1 10,800* 3.5 40* 
Total 2959 100.0 308,365 100.0 104 
*Estimated . 











Blue Cross plans. Most of these 
hospitals are relatively small, and 
are open to the general public. 
There are, however, also included 


among this group a number of in- 
stitutions which serve free patients 
primarily. 

Ten large city, county and state 





TABLE II—BLUE CROSS MEMBER HOSPITALS 
Number, bed capacity and beds per hospital, October 1, 1944 











State Hospital Capacity Eee 
New York 324 43,445 134 
Pennsylvania 222 29,630 133 
Texas 215 11,463 53 
California 191 15,874 83 
Illinois 175 23,337 133 
North Carolina 164 10,344 63 
Massachusetts 148 15,282 103 
Ohio 148 18,465 125 
Michigan 130 20,579 158 
Iowa and South Dakota 116 8,359 72 
Minnesota 115 7,316 64 
New Jersey 90 12,811 142 
Oklahoma 87 4,585 53 
Missouri 80 8,113 101 
Wisconsin 75 7,630 102 
Alabama 61 3,996 66 
Kansas 59 4,326 73 
Virginia . 58 5,396 93 
Maine 51 2,798 55 
Indiana 43 5,882 137 
Maryland 36 5,929 165 
Kentucky 35 2,874 82 
Montana 34 2,524 74 
Connecticut 33 6,419 195 
Colorado 32 3,234 101 
New Hampshire 32 4,524 141 
Nebraska 29 2,509 87 
Puerto Rico 26 1,494 oF 
Washington 23 3,075 134 
Florida 20 2,351 118 
North Dakota 19 1,198 63 
Oregon ay 2,491 147 
Arizona 12 1,059 88 
District of Columbia 12 2,424 202 
Rhode Island 11 1,810 165 
Louisiana 10 1,694 169 
Georgia 9 1,291 143 
West Virginia 9 680 76 
Delaware 7 1,062 152 
Tennessee 1 92 92 

Total 2,959 308,365 104 
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hospitals account for approximately 
one-third of the total 35,000 gov- 
ernment beds. Illustrations of such 
large institutions are the Jefferson 
hospital in Birmingham, Jackson 
memorial in Miami, the State Uni- 
versity hospitals at Iowa City and 
at Ann Arbor, the Receiving and 
Eloise hospitals in Detroit, the Cin- 
cinnati general hospital, the New 
Hampshire state hospital at Con- 
cord, and the Medical college of 
Virginia at Richmond. Without 
these institutions, the average bed 
capacity for member hospitals un- 
der government auspices would be 
about 100 beds per institution. 


The percentages of hospitals and 
bed capacity under various aus- 
pices do not reveal the actual pro- 
portions of the hospital admissions 
from day to day and from year to 
year. Most Blue Cross patients use 
the voluntary hospitals under 
church or nonprofit auspices. The 
proprietary and governmental in- 
stitutions are, for the most part, 
located in areas where the Blue 
Cross enrollment concentration has 
not been fully developed. 


Table II lists the member hospi- 
tals according to state in descend- 
ing order for the number of institu- 
tions per state. There is some 
correlation between the number of 
member hospitals and the total en- 
rollment, although this pattern is 
sharply broken by the inclusion of 
Texas, California, and lowa among 
the states with more than 100 mem- 
ber hospitals. All of the member 
hospitals included in Table II 
are listed according to their geo- 
graphic location and exclusive of 
duplications. Hospitals which are 
member institutions of more than 
one Blue Cross plan are included 
only once in these categories. This 
explains why New Jersey and Mis- 
souril are shown as having less than 
100 member hospitals. 


Certain facts as to concentration 
of hospitals within specific states 
are worthy of mention. Of 264 gov- 
ernment hospitals, 169 are located 
in the following states: Michigan, 
with 39; Minnesota, 22; Texas, 21; 
Ohio, 18; New York, 17; Indiana, 
is; and North Carolina, 14; Illi- 
nois, 12; Massachusetts, 12. Of 503 
proprietary Blue Cross hospitals, 
399 are located in the following 
siates: Texas, 106; California (and 
Nevada), 71; New York, 54; Okla- 
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MEMBERS OF the executive committee snapped during the meeting of the 
Hospital Service Plan Commission at the Hotel Commodore in New York City, 
December 1 and 2, are from left to right: William S. McNary of Denver, vice- 
chairman, John R. Mannix of Chicago, chairman, George Putnam of Boston, 
treasurer, and Dr. C. Rufus Rorem of Chicago, director. 


Comrmussion Furthers Reciprocity 


Members of the Hospital Service 
Plan Commission who met Decem- 
ber 1 and 2 in New York City 
showed a substantial interest in the 
relations of Blue Cross plans and 
their member hospitals. Among 
commission actions concerned most 
directly with the hospital field was 
the request that the Committee on 
Hospital Relations make available 
to plans recommended procedures 
and other pertinent information 
concerning the administration of 
reciprocal service benefits. 

Reciprocity of service benefits, 
one of the national goals of Blue 
Cross, is now offered to some extent 
by at least 16 Blue Cross plans. The 
commission’s director, Dr. C. Rufus 
Rorem, Chicago, reported that 
problems of out-of-town service 
benefits, as recommended by the 
Committee on National Develop- 
ment, centered around the proce- 
dure of having each plan serve as 
a clearing house for such cases and 
the differences in local benefits and 
hospital payments for Blue Cross 
service. 


Commendatory reference was 
made to the Cincinnati and Cleve- 
land Blue Cross plans, which, prior 
to the commission meeting, had 
obtained board approval to go 
ahead with reciprocity, and to the 
plans in the Southwest group which 
were meeting December 4 to make 
similar arrangements. 

Concerning payments by Blue 
Cross plans to member hospitals, 
the commission voted that the Com- 
mittee on Hospital Relations con- 
sider the matter in conference with 
appropriate committees of hospital 
representatives. Rules for the eligi- 
bility of member hospitals for par- 
ticipation as member institutions 
of a Blue Cross plan were discussed 
by the commissioners, who then 
agreed that the problem should, as 
has been the practice, remain the 
responsibility of the local and state 
Blue Cross organizations. 

Furthered too by commission ac- 
tion were the broad principles of 
individual enrollment, a national 
contract, surgical prepayment plan 
and an expanded public education 


program. 





homa, 42; Iowa (and South Dako- 
ta), 28; North Carolina, 27; Ala- 
bama, 26; Massachusetts, 26; 
Virginia, 19. 

The ratio of Blue Cross enroll- 
ment to member hospital bed ca- 
pacity is a rough index of the in- 
fluence exerted by Blue Cross upon 
hospital care and finances. Using 
only entire states as the basis for 


comparison, the ratio of enrollment 
to Blue Cross hospital capacity is, 
highest in the following states: 
Delaware, 152; Rhode Island, 120; 
Ohio, 108; Colorado, 80; District 
of Columbia, 78; Minnesota, 77; 
Missouri, 66; Connecticut, 62; New 
York, 61; Massachusetts, 57; Mich- 
igan, 57; Pennsylvania, 56; New 
Jersey, 50. 


79 





“Reporting ‘from ‘Washin gton 





Congress Will Move Cautiously Into 
HEALTH INSURANCE 


ROADENING the social security 
B system to include new groups 
of people is one irrepressible is- 
sue constantly before the Con- 
gress. When the 79th Congress con- 
venes January 3, demand will be 
overwhelming that old-age insur- 
ance be made compulsory for vir- 
tually all workers, that an em- 
ployee receive some compensation 
when ill or disabled, and that a sys- 
tem of health and hospital insur- 
ance be established. Both political 
parties are committed to an expan- 
sion of social security, and some 
widening of the system seems defi- 
nitely in prospect. 

The inclusion of groups not now 
covered such as employees of non- 
profit organizations, farmers, farm 
workers, domestic servants, govern- 
ment workers, and professional peo- 
ple has been delayed, in part at 
least, because of the administrative 
difficulties involved in collecting 
the taxes that support the system. 
However, there is a growing feeling 
that it is unfair to deny these 
groups the protection of old-age 
pensions. Inclusion of workers in 
nonprofit institutions is being ac- 
tively supported by the American 
Hospital Association. 


The most controversial proposal 
of all is health insurance. Senator 
Wagner has a new bill which would 
provide 30 days’ medical care, in- 
cluding hospitalization, to anyone 
covered in the old-age pension sys- 
tem, the federal government pay- 
ing the doctor’s bill and the hospi- 
tal bill direct. If funds collected by 
this method should prove ade- 
quate, there is a provision that 
medical or hospital care may be ex- 
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tended to go days. This phase is 
certain to stir up bitter controversy 
in Congress, and early approval is 
considered highly doubtful. The 
whole program, of necessity, would 
be costly; and payroll taxes would 
have to be doubled to keep the pro- 
gram functioning and build up re- 
serves against future contingencies. 


Proposals embodied in the bill 
have the full support of the Social 
Security Board, and President 
Roosevelt long has advocated a 
broader social security coverage. 

Social security programs must be 
weighed in terms of their cost, 
however, as well as the benefit pay- 
ments distributed. Consideration 
of costs has brought about marked 
modification of the British Bev- 
eridge plan. 

A report recently published by 
the Tax Foundation states that 
costs of the social security program 
under this legislation will be raised 
to a level of more than $11,000,- 
000,000 in 15 years, or more than 
the total federal budget in 1940. 
This would be nearly five times the 
amount spent by all forms of gov- 
ernment for public education in 
1940, and $4,000,000,000 more than 
we spent on national defense in 
1941. By contrast, the study esti- 
mates that the present social se- 
curity program will cost about 
$4,000,000,000 a year by 1960. The 
report, “Social Security, Its Present 
and Future Fiscal Aspects,” is the 
summary of a study by the research 


staff of the Tax Foundation di- 
rected by Dr. Harley L. Lutz, pro- 
fessor of public finance, Princeton 
University. 

Fundamentally, social security is 
a device for transferring purchas- 
ing power, through payroll and 
other taxes, from those who earn 
to the unemployed, the aged, and 
other beneficiary groups. Account 
must be taken not only of those 
who benefit, but also of the groups 


‘ who pay the bill, through taxa- 


tion, in shaping social insurance 
legislation. ; 

Committee hearings likely will 
consume several months, and the 
new social security legislation will 
be brought to the floor of the Sen- 
ate or House only when pressing 
war and reconversion measures per- 
mit, which makes it improbable 
that any phase of the program 
could be enacted before late in 
1945. When the bill finally comes 
out of Congress, indications are it 
will consist principally of a wider 
old-age pension coverage, with 
some provision for compensation 
during illness or disability. Agita- 
tion and pressure for enactment of 
the whole program is expected to 
continue, however, with additions 
to the system over a period of 
years. That has been the history 
of such legislation, since social se- 
curity is not an issue that dies 
readily. 


LEGISLATION 

The administration is expected 
to rush to the Congress immedi- 
ately after it convenes a quantity 
of important and timely legisla- 
tion with a demand for quick ac- 
tion, reasoning that many Demo- 
crats owe their re-election to Roose- 
velt and are therefore under a 
mandate to support the President 
and his program. 

In voting overwhelmingly to re- 
new the administration’s broad war 
powers, the House sent to the Sen- 
ate a bill to extend through 1945 
the life of the Second War Powers 
Act—legislative basis for the War 
Production Board, OPA Rationing 
Division, War Food Administra- 
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tion, War Manpower Commission 
and the War Labor Board. In- 
cluded is an amendment empower- 
ing federal courts to review and 
enjoin WPB orders suspending in- 
dividual allocations of critical ma- 
terials. The original bill did not 
provide for court review of any 
rulings by the war agencies and 
dissatisfied firms in the past had 
but one recourse—an appeal to the 
Office of War Mobilization. 

Each bill introduced into the 
78th Congress and not reported out 
of committee or otherwise acted 
upon, must be reintroduced into 
the 79th Congress under a new 
number in order to receive con- 
sideration. More than 8,500 bills 
were introduced into the 78th Con- 
gress. Of this number, the Ameri- 
can Hospital Association’s Council 
on Government Relations reviewed 
all bills pertaining to hospitals or 
health matters and made appro- 
priate recommendations to the 
Board of Trustees. 

Senate Joint Resolution 148, au- 
thorizing disposal of certain blood 
plasma reserves to federal, state, or 
local public health authorities or 
to federal or other public or non- 
profit hospitals was passed by the 
Senate December 14. 

The Act gives the Surgeon Gen- 
eral of the Public Health Service 
authority to determine the quantity 
of the reserves of liquid, frozen, or 
dry-blood plasma or serum albu- 
min that may be transferred or re- 
leased, and provides further that 
any cost incidental to such transfer 
shall be borne by the transferee. 


LABOR 


The National War Labor Board 
recently amended General Order 
30 to provide that voluntary wage 
and salary increases which do not 
bring rates above 50 cents an hour 
may now be put into effect with- 
out board approval. The 50 cent 
rate has heretofore been approved 
by the board to correct substandard 
living conditions whenever appli- 
cation was made for such approval. 
The new general order is designed 
to eliminate delay in approval of 
voluntary adjustments between 40 
and 50 cents an hour. In the past, 
such adjustments could be made 
without approval only up to 40 
cents an hour. This applies only 
to proprietary and nonprofit hos- 
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pitals in areas where NWLB Gen- 
eral Order 26 is not in effect. 

Changes are predicted in the gov- 
ernment’s machinery for handling 
labor disputes. Reports persist that 
the veteran conciliator, John Steel- 
man, will become the key man. 
Also, there is much talk of adapt- 
ing the tested procedures of the 
Railway Labor Act to the entire 
field of labor disputes. 


MATERNITY CARE 


Maternity care during pregnancy 
and confinement and out-patient 
postnatal care for at least six weeks 
after confinement may be provided 
by Army medical installations, 
when practicable and where suit- 
able facilities are available, to 
women honorably discharged or 
relieved from active duty in the 
Army because of pregnancy. Only 
cost, will be the customary $1.75 
per diem subsistence charges. 


RECENT SERVICE BULLETINS 

No. 41. “War Shipping Adminis- 
tration Training Organization—Ad- 
mitting and Billing Procedures.” 


No. 42. “Emergency Procedure 
for Obtaining Class A and B Sheet- 
ings for Nurses and other Hospital 
Uniforms.” 


MEETINGS AT BUREAU 


The Committee on Federal Pur- 
chase of Hospital Service, of the 
Council on Government Relations, 
met in Washington December 7. 
The following persons were pres- 
ent: Dr. Fred G. Carter, chairman; 
Charles G. Roswell; Father John J. 
Barrett; George Bugbee, executive 
secretary; John N. Hatfield, chair- 
man of the Council on Government 
Relations, and James Russell Clark, 
secretary. 


The committee directed that a 
bulletin on “Hospital Accounting 
and Statistics” be sent to members 
in the near future. The need for 
improvement of accounting and sta- 
tistical records in hospitals has been 
evidenced by reports submitted to 
the Children’s Bureau by some hos- 
pitals in connection with their 
EMIC cases. 


The Coordinating Committee had 
referred to this group the Joint 
Committee report with the Ameri- 
can Public Welfare Committee in 
regard to government payment of 


hospital care for the needy. After 
careful study of this report and the 
original report on this subject 
jointly. approved by the two asso- 
ciations in 1940, the committee 
came to the conclusion that there 
was need for a new statement of 
the association’s attitude and prin- 
ciples for the guidance of member 
hospitals dealing with government 
units, and it will endeavor to pre- 
pare such a statement for submis- 
sion to the Coordinating Commit- 
tee and the Board of Trustees and 
eventually to the American Public 
Welfare Association. 


The committee originally con- 
cerned with federal payment for 
hospital care recommended that its 
name be changed to Committee on 
Government Purchase of Hospital 
Service. 

The Joint Committee of the 
American Hospital Association, the 
American Protestant Hospital As- 
sociation, and the Catholic Hospi- 
tal Association met in the board 
room of the Washington Service 
Bureau on December 8 to consider 
further the need of a nationwide 
hospital construction program and 
the advisability of financing this in 
part through federal grants-in-aid. 


The Council on Government Re- 
lations met in Washington Decem- 
ber g and discussed the proposed 
national hospital survey and con- 
struction program and other re- 
ports from subcommittees approv- 
ing a statement on the hospitaliza- 
tion of veterans for submission to 
the Coordinating Committee and 
the Board of Trustees. 


The recent directive of the Re- 
gional War Labor Board ruling on 
wages and working conditions in 
four Brooklyn hospitals was dis- 
cussed in detail, as was the recent 
decision by the United States Court 
of Appeals sustaining the WLB or- 
der to a Washington hospital to 
bargain collectively with a union. 


The council voted to recommend 
to the Board of Trustees that the 
American Hospital Association ex- 
press its interest in both of these 
questions and apply to be permitted 
as a friend of the court to present 
the thinking of the Association as 
these two cases are carried to ap- 
peal, one to the National War 
Labor Board and the other to the 
Supreme Court of the United States. 
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Medical Review 


Halt Air Borne Infection by 
ULTRAVIOLET RAYS 


F MORE THAN passing interest 
O to hospital administrators and 
others interested in the control of 
tuberculosis and other air borne in- 
fections are investigations carried 
out at the Henry Phipps Institute, 
the University of Pennsylvania, 
which indicate that ultraviolet 
radiation may control air borne 
contagion of human tuberculosis. 
The study, which was carried out 
on rabbits, is reported in a recent 
issue of The Journal of Expert- 
mental Medicine by Max B. Lurie, 
M.D. 

Two duplicate rooms were pre- 
pared, each containing a battery of 
individual cages for normal rabbits 
with a parallel battery for rabbits 
previously infected intravenously 
with highly virulent bovine type 
tubercle bacilli. The latter group 
of rabbits shed tubercle bacilli in 
their urine. The normal group was 
composed of animals from a family 
highly resistant to tuberculosis and 
others with a low resistance. 

The ventilation was so arranged 
that the flow of the air was from 
the infected rabbits to the unin- 
fected. The space between the 
cages in the test room was flooded 
by ultraviolet whereas no irradia- 
tion was used in the control room. 
The cages were rotated so as to 
provide uniform exposure to infec- 
tion. 

In another experiment the same 
principles were used but ultraviolet 
rays of a higher intensity were util- 
ized. In this experiment also the 
intensity of exposure was increased 
by infecting the rabbits with highly 
virulent type tubercle bacilli direct- 
ly into the substance of the kidney. 
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In his conclusions Lurie says that 
“Ultraviolet irradiation of the air 
of a room exercises a protective in- 
fluence against natural air borne 
contagion of tuberculosis in rabbits. 

“When the radiant energy is of 
low intensity it reduces consider- 
ably the incidence of tuberculosis. 
It completely protects rabbits of 
high natural resistance from acquir- 
ing demonstrable disease though 
they become tuberculin sensitive. 
It fails to protect a small propor- 
tion of rabbits of low natural re- 
sistance from fatal tuberculosis. 

“When the radiant energy is of 
high intensity all rabbits, whether 
of high or of low natural resistance, 
are almost completely protected 
from a contagion so severe that it 
is fatal to the great majority of 
rabbits of the same genetic constitu- 
tion not protected by these rays. 
The protected rabbits do not de- 
velop tuberculin sensitivity. 

“The contagion of tuberculosis 
in these studies is air borne and the 
radiant energy exercises its protec- 
tive influence by its bactericidal 
properties. It is probable that ultra- 
violet irradiation may control air 
borne contagion of human tubercu- 
losis.” 


In the December issue of this 
department it was reported that ex- 
periments, conducted at the Mayo 
Clinic with mice, 
indicated that 
penicillin could 
be used effectively in the treatment 
of human anthrax. This study was 
described in the October 4 issue of 
the Proceedings of the Staff Meet- 
ings of the Mayo Clinic. Now comes 


Penicillin for 
Human Anthrax 


proof! In the December g issue of 
The Journal of the American Medi- 
cal Association, three physicians re- 
port from the Harrison Depart- 
ment of Surgical Research, Uni- 
versity of Pennsylvania School of 
Medicine, and the Philadelphia 
Hospital for Contagious Diseases, 
that three cases of uncomplicated 
human cutaneous anthrax have 
been treated successfully with peni- 
cillin. 

Franklin D. Murphy, M.D., Al- 
fred C. LaBoccetta, M.D., and John 
S. Lockwood, M.D., say that, so far 
as they know, theirs is the first re- 
port on the use of the drug in the 
treatment of patients with this dis- 
ease. All three patients were women 
and wool workers. Two were in- 
fected on their forearms and one 
on her face. The response to the 
drug was exceedingly prompt, they 
say. 


In an analysis of “penicillin fail- 
ures,” Arthur L. Bloomfield, M.D., 
William M. M. Kirby, M.D., and 
Charles D. Arm- 
strong, M.D., of 
the Stanford 
University School of Medicine, San 
Francisco, state in a recent issue of 
The Journal of the American Medi- 
cal Association that such failures 
for the most part fall into the fol- 
lowing groups: 

1. Cases in which the treatment 
is too brief or the daily dose too 
small. 

2. Cases in which penicillin fails 
unless surgical drainage is also 
done. 

3. Overwhelming infection, even 
with a sensitive strain. 

The three men point out that 
penicillin failures fall under two 
main headings: Those diseases or 
infections in which the drug is en- 
tirely ineffective, and those condi- 
tions which, in a general way, are 
amenable to penicillin but in which 
special circumstances may lead to 
failure in the individual case. Their 
study concerned itself with the lat- 
ter problem. 

They also report that penicillin 


Analysis of 
Penicillin Failures 
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may fail to prevent the develop- 
ment or progress of nephritis even 
if the predisposing (streptococcic) 
infection is eliminated. 

Penicillin treatment of pneumo- 
coccic meningitis may be followed 
by chronic neuropsychiatric dis- 
turbances. They also believe that 
there probably is a correlation be- 
tween strain sensitivity in vitro and 
clinical amenability to penicillin 
therapy, and also that the develop- 
ment of penicillin fastness probably 
plays little part in therapeutic fail- 
ures. 


The surgical cure of Streptococcus 
viridans septicemia by means of in- 
cision of the infected arteriovenous 
aneurysm is 
reported in a re- 
cent issue of The 
Journal of the American Medical 
Association by Maj. Sidney Lipton 
and Capt. Harold Miller, Medical 
Corps, Army of the United States. 
They say that thus far only two 
other cases have been reported of 
surgical cure of this condition 
which, while a comparatively rare 
one, may as a result of war wounds 
be encountered more frequently in 
the future. 


Reports Rare 
Surgical Cure 


Contrary to popular belief, smoke 
from the burning poison ivy plant 
does not contain the dermatitis pro- 
ducing factor, 
J. B. Howell, 
M.D., Dallas, 
Texas, reports in a recent issue of 
the Archives of Dermatology and 
Syphilology. Small particles of poi- 
son ivy leaves, soot and charred 
matter carried by the smoke, with 
the aid of suction, Howell says, 
contained enough ivy oleoresin 
when dissolved by acetone to pro- 
duce positive contact reactions on 
ivy sensitive persons. Elimination 
of these contaminants by a replace- 
able cotton filter demonstrated that 
smoke does not contain a dermatitis 
producing factor. 


The exposure to smoke in the 
groups of medical students used in 
the study was more massive than 
any individual would ever actually 
encounter from a brush fire. No 
evidence of dermatitis appeared in 
seven students who were exposed 
only to the smoke. Three students 
acquired a mild dermatitis only on 


Smoke from 
Poison Ivy 
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the forearms, held directly over the 
flame of the burning ivy, although 
the remainder of the body was 
bathed in volumes of ivy smoke. 


Injections of acacia, although not 
a cure for patients with Bright’s 
disease, do restore many of them to 
work and ease 
the suffering of 
those. who are 
bedfast, Raymond E. Smalley, M.D., 
and Melvin W. Binger, M.D., 
Rochester, Minn., declare in a re- 
port on a follow-up study on 109 
patients. In the report, which was 
published in a recent issue of The 
Journal of the American Medical 


Acacia for 
Bright's Disease 


Association, the investigators say 


that ‘““The mode of action of acacia 
is not certain, but it does facilitate 
excretion of sodium chloride and 
water.” 


A plea that children with active 
tuberculosis, with or without symp- 
toms, be provided with adequate 


treatment in a 

Children With ital. i 
" hospital, is made 
Tuberculosis by Gertrude F. 


Mitchell and Henry Stuart Willis 
in a recent issue of American Re- 
view of Tuberculosis. They base 
their plea on their findings in a 
study of the history of hospitaliza- 
tion, discharge and follow-up ex- 
perience of 243 children under 
three years of age who were ad- 
mitted to a tuberculosis sanatorium. 

Chief among their findings was 
that nearly all of the children ad- 
mitted with active primary lesions 
who were hospitalized until they 
could be discharged as apparently 
arrested have remained well over a 
long period of follow-up. 


Three investigators at the Uni- 
versity of Rochester School of Medi- 
cine and Dentistry have developed 
evidence which 
they say indi- 
cates that muscle 
spasm does not initiate the develop- 
ment of muscle weakness in infan- 
tile paralysis. R. Plato Schwartz, 
M.D., Harry D. Bouman, M.D., and 
Wilbur K. Smith, M.D., present 
their findings ¢n a recent issue of 
The Journal of the American Medi- 
cal Association. 

Their evidence concerns the con- 
cepts of the disease presented by 
Sister Elizabeth Kenny, the three 
men point out, wherein it is stated 


Muscle Spasm 
In Poliomyelitis 





that “Spasm .. . if untreated will re- 
sult in permanent muscle damage, 
stiffness and skeletal deformities. 

Their report is based on electro- 
myograms made on 50 individuals, 
g of them normal, 6 with spastic 
paralysis, 23 with infantile paralysis 
and 12 miscellaneous patients. 

They found evidence of spasm in 
weakened muscles, the antagonists 
of weakened muscles and in muscles 
which exhibited no clinical or other 
evidence of weakness. 

“The evidence does not support 
the view that fibrillation or inflam- 
mation of the muscle is responsible 
for the spasticity,” they declare. 

Spasm is a generalized phenom- 
enon in the early stages of infantile 
paralysis, they say, adding that 
“The gross initial spasm of neck 
and back muscles, so characteristic 
with onset of the acute stage, in- 
variably disappears without evi- 
dence of muscle weakness or par- 
alysis. There was no correlation be- 
tween the degree of spasm and the 
incidence -of muscle weakness or 
paralysis.” 

As further proof of their findings, 
the three men say that “From the 
interpretation of records let us turn 
to the clinical record on which the 
Kenny concept is solely dependent. 
In 1932 work done by the Interna- 
tional Committee on Infantile Par- 
alysis represented a critical analysis 
of more than 8,000 references. All 
authorities agreed on the high in- 
cidence of muscle spasm in the neck 
and back as characteristic of the 
early onset of infantile paralysis. 
But despite this fact it was also 
noted that the incidence of muscle 
function impairment in the neck 
and back was much less than at any 
other levels of the body. ...” 


Among other highlights of medi- 
cal news reported in recent litera- 
ture are: 


A report on the 
Other Highlights |. pilitation of 


of Medical News 
500 persons 


treated in the Nutrition Clinic at 
Lakeside Hospital, Cleveland, made 
in the Southern Medical Journal by 
T. D. Spies, M.D., R. W. Vilter, 
M.D., and G. Douglas, Jr., M.D., 
contains the following four prin- 
ciples of nutritive therapy which 
are recommended for shortening 
convalescence and_ rehabilitating 
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persons who are ill solely from 
malnutrition: 1. The diet should 
provide 4000 calories and should 
contain from 120 to 150 Gm. of 
protein and should be rich in vita- 
mins and minerals. 2. Basic therapy 
should provide thiamine, hydro- 
chloride, riboflavin, niacin amide 
and ascorbic acid orally. 3. Syn- 
thetic vitamins should be given 
orally or parenterally. 4. Natural 
B complex should be given in the 
form of brewers’ yeast or extract or 
rice bran extract and/or liver ex- 
tract. 

AUTOLOGOUS PLASMA CLOT suture 
of peripheral nerves produced en- 
couraging results in 14 cases, I. M. 
Tarlov, M.D., of the Jewish Hos- 
pital of Brooklyn and the Flower- 
Fifth Avenue Hospital, New York, 
reports in The Journal of the Amer- 
ican Medical Association. Special 
instruments and latex molds were 
devised for this procedure. He says 
that better results were obtained 
than might have been expected 
with silk or fine tantalum wire 
sutures. 

In one case, the ulnar nerve of a 
woman was severed in 1933. In 1935 
it was sutured by the conventional 
method, using silk, with some im- 
provement. In 1943 a plasma clot 
suture operation was done. When 
last seen 16 months later, sensation 
had been restored almost to normal, 
although there was very: little im- 
provement in motor power. Tarlov 
says the encouraging results in the 
14 Cases warrant continued use of 
this technic. 

THE HOPE that penicillin might 
prove effective against rheumatoid 
arthritis appears to be futile accord- 
ing to results obtained from the 
treatment of 10 soldiers with early 
but progressive stazes of the dis- 
ease. Maj. Edward W. Boland, 
Capt. Nathan E. Headley and Lt. 
Col. Philip S. Hench, Medical 
Corps, A.U.S., report in The Jour- 
nal of the American Medical Asso- 
ciation that their results offer no 
support to the idea that the disease 
is caused by hemolytic streptococci 
and lead to the assumption that it 
is not caused by any of the bacteria 
which are already known to be 
rapidly affected by penicillin. 


“ADMINISTRATION OF vitamin sup- 
plements to a group of apparently 
normal persons, .consuming the 
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usual American diet, had no de- 
monstrable beneficial effect.” Julian 
M. Ruffin, M.D., and David Cayer, 
M.D., of the Duke University School 
of Medicine, Durham, N. C., report 


in The Journal of the American 
Medical Association. The study was 
of the Quartermaster General, U.S. 
made at the request of the Office 
Army. 








CURRENT HEALTH CONDITIONS 
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KBs MONTH has been exception- 
ally free from epidemics of any 
of the acute communicable dis- 
eases. There have been seasonal 
increases and no doubt local out- 
breaks but there is no evidence of 
epidemic increases that involve any 
large part of the country. 

Birth rates and mortality. Provi- 
sional birth rates through October, 
the last available month, have fluc- 
tuated around rates for correspond- 
ing months of 1943, the 1944 rate 
generally being fractionally below 
the 1943 rate. 

Provisional infant mortality rates 
for the first five months of this year 
were below those for corresponding 
months of 1943, but in the next 
five months—ending with October 
—August was the only month that 
was below last year. The excesses 
for 1944 are not large but they rep- 
résent a trend from rates in the 
early months of the year that were 
definitely below the corresponding 
month of the preceding year to 
rates that are rather consistently 
above last year. 

General mortality rates, except 
for January which was increased by 
the influenza epidemic, have been 
rather consistently lower in 1944 
than in corresponding months of 
1943. However, the differences have 
been minor. 

Poliomyelitis. Although the sea- 
son for high poliomyelitis incidence 
is about over, there were nearly 
1,400 Cases reported auring Novem- 
ber; however, this was only about 
one-half the number reported in 
October. As compared with Novem- 
ber of preceding years, it is still 
high; the numbers reported in No- 
vember were about goo in 1943, 
400 in 1942, 700 in 1941, and 800 
in 1940. 

Meningitis. The incidence of 
meningococcus meningitis goes in 
rather long-time waves and the high 


phase of the disease still persists; 
however, the nearly 800 cases for 
November are definitely below the 
1,000 repor:2d for November of 
1943. In November of 1942 and 
1941, which extend into the low 
phase of the disease, the numbers 
reported were about 300 and 150, 
respectively. There is no evidence 
of any rise during the weeks of 
November 1944, the cases ranging 
from a high of 204 for the week 
ending the 18th to a low of 141 for 
the next week. 

Rabies. The rabies situation was 
discussed in connection with the 
report for June 1944, at which time 
there was considerable publicity 
about the disease. Although the 
publicity was shifted to the polio- 
myelitis epidemic, rabies has re- 
mained on a relatively high level 
throughout this year. 

In the first 10 months of 1944 
there were reports of 43 human 
cases, all of which can be assumed 
to be fatal, as compared with fig- 
ures for the corresponding period 
in preceding years of 25 in 1943, 
26 in 1942, and 27 in 1941. High 
numbers for the first 10 months of 
earlier years were 61 for 1938 and 
64 for 1936. 

According to provisional but in- 
complete reports on rabies in ani- 
mals, 1944 has been higher than 
1943. In the first 10 months of 
1944, about 2,900 cases were re- 
ported to the Public Health Service 
as compared with 2,100 in the cor- 
responding period of 1943. 

The incompleteness of these re- 
ports on rabies in animals is illus- 
trated by the fact that final reports 
from the Department of Agricul- 
ture indicate about 9,600 cases for 
the whole year 1943 as compared 
with 2,500 reported to the Public 
Health Service; however, the latter 
data are the only reports receive 
currently. 
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The communicating system in a mod- 
ern hospital is more important than 
in any other type of building. It has 
more jobs to do — and prompt, un- 
failing contact may be a matter of life 
and death. Among these important 
signalling and communicating jobs 
are: keeping track of the whereabouts 
of doctors and staff members, nurses’ 
call, patient supervision, and integra- 
tion of all the complex phases of hos- 
pital operation... Long experience as 
specialists in the design and manu- 
facture of hospital communicating and 
signalling systems has taught us the 


importance of considering them at an 
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SENATOR WAGNER ASKS COMMENT ON 
NEW HEALTH INSURANCE SUGGESTIONS 


In a letter dated December 7, 
Senator Robert F. Wagner of New 
York, co-author of the Wagner- 
Murray-Dingell Bill, asked George 
Bugbee, executive secretary of the 
American Hospital Association, to 
comment on six suggestions for im- 
proving that proposed measure as 
it affects the distribution of medi- 
cal and hospital care. His letter 
follows: 

“Numerous suggestions have been 
made to me for changes and broad- 
ening of the health insurance pro- 
visions of the Wagner-Murray- 
Dingell Bill (S.1161, H.R.2861). 
Following is a list of the-most im- 
portant suggestions I have received: 

"1, The establishment of a board 
of three, five or seven full-time in- 
dividuals to administer the health 
insurance provisions. In the present 
bill the surgeon general of the U. S. 
Public Health Service would be the 
administrator. 

"2. Provide for administration 
of health insurance through local 
arrangements, utilizing available 
facilities and local advisory bodies 
representing interested groups. 

"3. Include in the bill grants 
and loans from general revenues 
for the construction and expansion 
of needed hospitals, health centers 
and related facilities. 

"4. Include in the bill grants 
from general revenues for expan- 
sion of public health and maternal 
and child health and welfare serv- 
ices. 

"5. Include all employees under 
health insurance. In the present 
bill federal. employees, railroad 
workers, state and local employees 
who are covered by their own re- 
tirement system, and several other 
smaller groups are excluded from 
health insurance. 

"6. Include dental and nursing 
services under health insurance but 
provide that these benefits shall be- 
come available when the admin- 
istrative agency in consultation 
with the medical advisory council 
determines that funds are available 
and that the administration of part 
or all of such dental or nursing 
services is feasible. In the present 
bill these services are excluded 
from health insurance benefits. 

“I should appreciate having your 
comments on these suggestions as 
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soon as possible, preferably within 
the next 10 days.” 

On December 18, Mr. Bugbee re- 
plied to Senator Wagner as follows: 

“Thank you for your letter of 
December 7 requesting comments 
from the American Hospital Asso- 
ciation on suggested changes in the 
health provision of the Wagner- 
Mutrray-Dingell Bill. There will 
not be opportunity to obtain an 
official answer from the Association 
but the House of Delegates and 
Board of Trustees of the Associa- 
tion have made clear their stand on 
certain matters of health legisla- 
tion. 

“To discuss the merits of each of 
the suggestions in your letter would 


_ imply an acceptance of the general 


principle of legislative compulsion, 
which the trustees and House of 
Delegates of this Association have 
not endorsed. In fact, the official 
position of the Association is the 
sponsorship and encouragement of 
voluntary prepayment for hospital 
and medical service, with such gov- 
ernment aid as will encourage and 
facilitate wide-spread adoption of 
voluntary plans by employers and 
employees. 

“Suggestion No. 3. of your letter 
is, however, directly in line with 
the interests and recommendations 
of our House of Delegates. We are 
ready to lend our support and en- 
couragement to government aid for 
public and voluntary hospital con- 
struction in areas where such as- 
sistance would improve the health 
and welfare of the people. Proper 
allocation of funds for such con- 
struction requires knowledge gained 
through continuing surveys by ex- 
perts in the field of public health 
and hospital administration of 
policy. 

“We would be very glad to dis- 
cuss the matter of hospital con- 
struction in more detail with you 
and your associates, also to place 
before you the merits of the Asso- 
ciation’s recommendation for im- 
proved health service which are 
summarized in the following five 
points which were approved by the 
House of Delegates in October of 
this year. (A copy of the full reso- 
lution is attached.) 

“a. Preservation of the values of 

the voluntary hospital system. 





. Local, county, state and fec- 
eral government aid for the 
care of the indigent with en- 
phasis on local participation. 

. Government aid for public 
and voluntary hospital con- 
struction upon evidence of 
unmet needs. 

. Extension of voluntary budg- 
eting for the cost of medical 
and hospital care. 

. Extension of inter-hospital 
coordination and cooperation 
both urban and rural. 


“All programs for distributing 
medical and hospital care should 
strive in the maintenance of a high 
quality of service. Moreover, ade- 
quate distribution of health facili- 
ties and service cannot be accom- 
plished by blanket legislative en- 
actment. We believe the public 
interest is better served by building 
one step at a time. Such a policy 
may expect to achieve understand- 
ing support from the professional 
groups now concerned with the ad- 
ministration of medical and _ hos- 
pital care.” 





Roster Will List 


Architects Skilled 
In Hospital Design 


Preparing for postwar hospital 
construction estimated at $1,193, 
133,985, the American Hospital 
Association is attempting to learn 
the names of all architects experi- 
enced in hospital design. 

Through a questionnaire which 
will be sent to all architects iden- 
tified as having had primary re- 
sponsibility for hospital design, the 
Association will compile data on 
men-of this specialized experience. 
Names of hospitals erected from 
their plans will also be included. 

The Association’s estimate is 
based on a survey of 1,683 hospi- 
tals conducted by John N. Hat- 
field, chairman of the Council on 
Government Relations. Reports 
were received from a broad cross- 
section of the field—ranging from a 
10-bed hospital planning to spend 
$30,000 to a 1,500-bed institution 
planning a $2,000,000 expansion 
program. 

Questionnaires may be obtained 
from the American Hospital As- 
sociation, 18 E. Division Street, 
Chicago 10. 
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SOCIALIZATION OF HOSPITAL CARE IS 
URGED IN NATIONAL HEALTH PROGRAM 


A detailed program pointing to 
the socialization of medical and 
hospital care was announced on De- 
cember 4 by Michael M. Davis, 
chairman of the Committee on Re- 
search in Medical Economics, New 
York City. It was published in the 
form of a report by 29 sponsors 
who identify themselves in_ this 
study as the Health Program Con- 
ference. Mr. Davis is conference 
chairman also. 


Proposed is a system of universal 
compulsory health insurance under 
the guidance and ultimate control 
of the federal government. Through 
a network of state and local public 
agencies, the federal government 
would establish and enforce stand- 
ards. Directly it would handle col- 
lections and disbursements. 


The proposal is notable for its 
effort to erase the conflict between 
the principles of individual initia- 
tive and restrictions that are in- 
herent in political compulsion. 

In the world thus envisioned, all 
citizens in a community are eligible 
to adequate medical and hospital 
care. Those who have taxable in- 
comes will pay their own way. The 
indigent will receive equal care 
without discrimination, without 
enduring a means test, and without 
paying. 

To be eligible for participation 
in this program, a voluntary hos- 
pital must meet fixed standards of 
performance, and it will be com- 
pensated on a basis of reasonable 
costs. The standards will be fixed 
and compensation rates determined, 
as matters of policy, usually by 
agencies that are required only to 
consult with hospital representa- 
tives. On some local control agen- 
cies, hospitals will be entitled to 
minority representation. 

Policies are to be established na- 
tionally and locally by a policy de- 
termining body, on which there 
will be representation of (a) those 
who receive health care and (b) 
those who dispense it. Such bodies 
are to be responsible to the public 
interest, not to the “interests of any 
vocational or economic group.” 

Listed as typical dispensing agen- 
cies are: Medical societies, private 
medical groups, voluntary hospi- 
tals and clinics under church, in- 
dustrial or general auspices; hospi- 
tal staffs, medical school facilities, 
health departments. 
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Typical groups representing those 
who. receive health services are: 
Local public bodies or officials rep- 
resenting political subdivisions, 
employee groups, especially labor 
unions; employers, farmers’ organi- 
zations, some cooperative and fra- 
ternal agencies. 

The administration of policies 
will flow through two distinct chan- 
nels, one financial, the other pro- 
fessional. Both types of administra- 
tors will be appointed by a “public 
body or official and should be re- 
moved as far as possible from par- 
tisal political pressures.” 

Nationally and locally, the finan- 
cial and professional administrators 
are to enjoy autonomy in their re- 
spective fields. A financial admin- 
istrator may not tell a doctor how 
to treat his patient nor tell a hospi- 
tal superintendent how to distrib- 
ute available nursing manpower or 
whether a volunteer corps can be 
useful. A hospital superintendent 
may not encroach on the financial 
field, and this includes the matter 
of rates. 

While the boundaries of these 
fields are not specified, “methods 
and rates of payment” must be 
worked out by public authorities 
with agencies representing hospi- 
tals, or with individual hospitals. 

Thus, the standards of care will 





WMC Exempts Hospitals in 
Boston Area from Hiring Rule 


Hospitals are the only organiza- 
tions in the Greater Boston area 
which are exempted from a new 
War Manpower Commission order 
regulating the hiring of male work- 
ers. Hospitals may continue to hire 
without referral from the United 
States Employment Service. 

Other businesses may not hire 
male workers without referral from 
the USES. Every male worker who 
quits a job in essential or non- 
essential industry must take a war 
job if he is found qualified and 
able. 

All workers seeking to change 
their jobs for health reasons will be 
required to have their doctor fill 
out a medical form drawn up by 
the Massachusetts Medical Society 
at the request of the War Man- 
power Commission. 





be fixed by public authorities in 
Washington as a matter of nationz| 
policy, after consultation with ho:- 
pital spokemen; methods and ratcs 
of payment will be determined by 
local public authorities. 

If the hospitals in a local area do 
not agree with rates that are pro- 
posed, they may voice their protest 
as a minority of the consultative 
body of the local public agency. If 
outvoted, they will have the right 
to publish their protest. 

A hospital will not be compelled 
to participate in this program. All 
solvent citizens will be compelled 
to buy hospitalization, but will not 
be compelled to use it. In every 
community there will be those who 
want more luxuriant care than that 
provided without discrimination to 
the solvent and insolvent. If it 
wishes, a hospital may stay out of 
the system and cater without gov- 
ernment supervision to this luxury 
trade. 

The program would put an end 
to Blue Cross plans as these now 
function. They might become ad- 
ministrative agencies of the public 
system, if it could be shown that 
this would increase the system’s 
efficiency. They might also work 
among the affluent citizens who 
want special services. 

Copies of this report, complete, 
may be obtained from the Com- 
mittee on Research in Medical 
Economics, 1790 Broadway, New 
York City 19, at 10 cents each. 

Members of the Health Program 
Conference are: 

Will W. Alexander, Chicago; E. W. 
Bakke, New Haven; Solomon F. 
Bloom, New York; Ernst P. Boas, 
M.D., New York; J. Douglas Brown, 
Princeton, N. J.; Allan M. Butler, 
M.D., Boston; Hugh Cabot, M.D., Bos- 
ton; Dean A. Clark, M.D., Washing- 
ton; Michael M. Davis, New York; 
I. S. Falk, Washington; Nathaniel W. 
Faxon, M.D., Boston; Channing Froth- 
ingham, M.D., Boston; Franz Gold- 
mann, M.D., New Haven; Herman A. 
Gray, New York. 

Others are: Alan Gregg, M.D., New 
York; William Haber, Ann Arbor, 
Mich.; Basil C. MacLean, M.D., Ro- 
chester, N. Y.; Gerald Morgan, Hyde 
Park, N. Y.; Frederick D. Mott, M.D., 
Washington; George St. J. Perrott, 
Washington; John P. Peters, M.D., 
New Haven; Kenneth E. Pohlmann, 
Washington; Kingsley Roberts, M.D., 
New York; Barkev S. Sanders, Wash- 
ington; Gertrude Sturges, M.D., Wake- 
field, R. I.; Florence C. Thorne, Wash- 
ington; J. Raymond Walsh, Washing- 
ton; C.-E. A. Winslow, New Haven; 
Edwin E. Witte, Madison, Wis. 
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In spite of wartime shortages, the spotless kitchens of 
St. Luke’s continue tp maintain highest standards of 
nutrition and cleanliness. Wear-Ever Aluminum equip- 
ment has been working at a war-accelerated pace at 
St. Luke’s, where its food-saving qualities are a great 
asset. The wholesomeness, natural colors and flavors 
of foods are protected by Wear-Ever Aluminum; and 
its evener heat distribution avoids scorching and burn- 
ing. Write for information about new Wear-Ever 
equipment, made of strong aluminum alloys developed 
and proved to be far tougher, even more durable, than 
ever before. The Aluminum Cooking Utensil Company, 
3301 Wear-Ever Bldg., New Kensington, Pa. 
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Health League Will 
Continue, Following 
Victory in Montana 


Special to HospiTats 


Butrz, Mont. — How successful 
well-planned organization can be 
in promoting a sound cause was 
demonstrated in Montana during 
the recent general election when, 
through efforts of the Public Health 
League of Montana, Initiative No. 
48, proposed by Montana osteo- 
paths, was defeated. 


The measure suffered a crushing 
defeat, 108,882 to 36,676 votes. 
Fifty-four of the 56 counties voted 
against the measure, which as 
drafted would have given osteo- 
paths unlimited surgical rights and 
would have permitted them to 
practice in any tax-exempt hospital. 

The league led the campaign. 
Its activities were directed by J. L. 
Markham, manager of the Mon- 
tana Standard, Butte, aided by E. 
G. Toomey, Helena attorney, and 
a paid staff of six. Organization 
meetings were held in numerous 
Montana cities and 8,400 voluntary 
workers were recruited. 

The Public Health League of 
Montana, organized in August, em- 
braced the following groups and 
associations: 

Montana Hospital Association; 
Hospital Service Association; Cath- 
olic Hospital Association; Montana 
Medical Association; Montana Op- 
tometrists Association; Montana 
Pharmaceutical Association; Field 
Army for Cancer; Montana Tuber- 
culosis Association; and the Mon- 
tana Nurse Association. 

Officers of the league are Mrs. H. 
W. Peterson, Billings, president; 
the Rev. Frank Harrington, Butte, 
vice president and Milo Dean, 
Great Falls, secretary. 

“Montana Health Standards 
Must Not Be Menaced,” was the 
slogan appearing on all printed 
matter. “Vote Against Initiative 
No. 48,” was also used on all ma- 
terial. 

The Public Health League of 
Montana is a permanent organiza- 
tion. It is planned to have local 
chapters in all cities and towns. 
The objects of the league are: 

To educate the public to the 
proper evaluation of medicine, 
dentistry, nursing, optometry, 
pharmacy and allied groups. 

To make social, economic and 
legal studies pertaining to the pres- 
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On behalf of the Greater Detroit 
Hospital Council, A. B. Cook, as- 
sistant director of University Hos- 
pital, Ann Arbor, Mich., has pro- 
duced a chart which shows what 
happened to hospital salaries, year 
by year, from October 1942 to Oc- 
tober 1944. 

The figures come from filled-in 
questionnaires returned by 36 in- 
stitutional members of the Detroit 
council in last October’s survey, 
compared with 21 replies the year 


THE COURSE OF PAY RATES IN DETROIT 





before. This is believed to explain 
a decrease in the salaries paid tc 
laundry workers. 


The study of wages was com 
bined with one concerning sick 
leave and vacation and anothe 
concerning cost per diem as agains‘ 
room charges. This was a project 
of the Economics Committee of the 
Detroit council, of which Mr. Cook 
is chairman. The table on salaries 
follows: 


GREATER DETROIT HOSPITAL COUNCIL 
Comparative wages for Selected Classifications 


WAGE RANGE r 


MEDIAN INCREASES 
A 1943 1944 


Oct. Oct. Oct. over over 








‘Oct. 1942 Oct. 1943 
General Duty Nurse 


Starting 113-182 142-217 

Raised to: 125-185 150-254 
Anaesthetist 150-248 167-254 
Laboratory Technician 110-180 142-254 
X-ray Technician 120-193 142-242 
Stenographer 86-170 86-182 
Telephone Operators 75-156 85-198 
Laundry—helpers 78-156 85-198 
Diningroom, Kitchen 71-137 85-185 


Oct. 1944 1942 1943 1944 1942 1943 


139-235 139 170 182 22% 7% 


139-245 150 180 186 20 3 
150-280 185 208 235 «(13 13 
130-375 153 189 210 24 I 
125-300 150 180 207 20 15 
110-213 = 123 139 178 =13 28 
90-217 110 145 158 32 9 
95-199 =: 105 144 140 37 —3 
80-177. 95 118 133 |-24 13 





_ ervation of the public health, and 


the care of the sick and injured. 


To gain the enactment of laws 
effecting the greater usefulness of 
ethical medicine, dentistry, nurs- 
ing, optometry and pharmacy. 


To protect the public health 
against quackery, patent nostrums, 
fraudulent advertising and _ the 
medical practices of unqualified 
persons and groups; and to protect 
qualified persons, institutions and 
agencies engaged in the care and 
treatment of the sick, against un- 
just encroachment upon their func- 
tions and activities. 
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Arkansas Rejects Spending 
Program for New Hospitals 


An election-day casualty hereto- 
fore unreported was the “Hollings- 
worth Act” of Arkansas which 
was vaguely designed to finance a 
vast hospital building program. It 
called for 75, state-owned institu- 
tions, five of them in Little Rock, 
and the estimated cost of operation 
would be $7,500,000 a year. 

The proposal was specific as to 
means of raising the money, as to 
salaries that would be paid, and as 
to the date on which pay would 





start. No date was fixed for actual 
start of the construction. 

This measure was defeated by 
the Arkansas Public Expenditures 
Council through press releases, 
news cartoons, radio announce- 
ments and civic club speakers. The 
unfavorable vote was more than 
3 to 1. 
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A.M.A. Council Advocates 
Government Health Agency 


Creation of a government agency 
to administer a national program 
of health insurance and prepaid 
medical care has been recommended 
by the American Medical Associa- 
tion’s Council on Medical Service 
and Public Relations. 


The group suggested that a medi- 
cal man be appointed to head the 
proposed bureau and that he be 
given the status of a cabinet officer 
with the title “Director of Health 
Insurance.” 

The establishment of public 
health facilities, including the con- 
struction of hospitals and aid for 
the indigent in communities unable 
to finance these projects from their 
public treasuries, also was urged 
by the council. 
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WE ARE PROUD TO 
SERVE THE U. S. ARMY 
MEDICAL CORPS 


One of the great epics of this global war 
is the magnificent performance of the Army 
Medical Corps—a story of courage, skill and 
devotion in caring for American wounded. 
For it’s the job of the “Medics” to give 
first aid to the wounded—to carry them 
from the battlefield—frequently under fire 
—to first aid stations—to look after them 
on hospital train and hospital ship—and to care 
for them in base hospitals—until their recovery. 


In their assignment, the Army Medical Corps has 
been able to utilize marvelous new medicines and 
drugs—to employ the best equipment that modern 
scientific and engineering skill can devise. But to 
the officers and men of the Corps must go chief 
credit for the inspiring fact that 97 per cent of 
the wounded brought to base hospitals recover. 


We are proud to be serving the Army Medical Corps 


Hospirat Surry AND Warters Lasonatories 


Division of The Ohio Chemical & Mfg. Co. 
155 East 23rd St., New York 10, N. Y. 


Since 1898, manufacturers of Climax Sterilizers, Disinfectors, 
Hospital and Surgical Equipment, Instruments and Supplies. STERILIZERS 











Signal Corps photo 
—proud, too, of our record of service in providing 
hospital equipment for the Navy and the U. S. 
Maritime Commission. 


e ° « ° e * 


On the home front we supply complete equipment 
to hospitals—from the largest medical center to the 
smallest private institution. And the services of our 
Engineering Department, staffed by men of long, 
specialized experience, are available for advice and 
technical information. 


Came 








JANUARY 1945 
















MICHIGAN COMMISSION ON CARE TO MAKE 
SURVEY OF HOSPITAL SERVICE IN THE STATE 


Four major objectives will be 
emphasized in the detailed survey 
of hospital service to be conducted 
by the Michigan Commission on 
Hospital Care and supervised by 
the national Commission on Hos- 
pital Care. 

The suggested study program was 
discussed by Dr. Arthur C. Bach- 
meyer, Chicago, national director, 
at a meeting of the 40-member state 
commission in Lansing on Decem- 
ber 15. The objectives are: 

1. Survey of present hospital and 
public health department facilities. 

2. Determjnation of the need for 
additional facilities. 

3. Draft of a state hospital plan 
(including a long range program 
for a system of coordinated and in- 
tegrated hospital and public health 
department facilities). 

4. Establishment of the means 
for administration and supervision 
of a coordinated hospital plan 
through an official body appointed 
to represent hospitals, professions 
and the public through the enact- 
ment of a state hospital licensure 
law to guide hospital development 
and to maintain proper standards 
of hospital service. 

A 12-member executive commit- 
tee was chosen from the commission 
and authorized to submit the pro- 
posed hospital licensure law to the 
next session of the Michigan legis- 
lature. The proposed legislation 
merely sets up standards for hos- 
pitals. Specific regulations are not 
included and will be drawn up at 
a later date. 

The proposed law provides for 
the regulation of hospitals, sana- 
toriums, rest homes, nursing homes 
and related institutions and for the 
granting, suspending and revoking 
of licenses. The only hospitals ex- 
empted from the provisions of the 
act would be hospitals operated by 
the federal government and the 
state mental hospitals now under 
the supervision of the State Hos- 
pital Commission. 

The act would become effective 
January 1, 1946 and would be ad- 
ministered by the Michigan Depart- 
ment of Health. The law also pro- 
vides for an advisory board of seven 
members to assist in the establish- 
ment of rules, regulations and 
standards necessary to carry out the 
provisions of the act and to serve 
as consultants to the commissioner 
of health. 


94 





BACK NUMBERS SOUGHT 
FOR RUSSIAN LIBRARIES 


Some months ago members of 
the American Hospital Association 
were invited to send to headquar- 
ters such old copies of HospiITALs 
as could be spared so that a com- 
plete set could be made up and 
sent to Russia for use as reference 
in a Russian Library. 

The response has been such that 
two complete sets may be assem- 
bled as soon as eight additional 
old numbers are received. These 
are, for the year 1936 January, 
March, April and October; for the 
year 1937 January and February; 
for the year 1939 February and 
May. 

If members who have not al- 
ready canvassed their resources 
can now turn in these missing 
numbers, it will be possible to 
place a complete file of the official 
journal in two Russian libraries. 
Copies should be mailed to: The 
Bacon Library, American Hospital 
Association, 18 E. Division Street, 
Chicago 10. 














Other provisions of the act deal 
with fees, applications for licenses, 
inspections, grounds for suspending 
or revoking licenses, standards, ad- 
visory board members, review of de- 
cisions and penalties. 


Members of the executive com- 
mittee are: 

Dr. Eugene B. Elliot, Lansing, su- 
perintendent of public instruction, 
State of Michigan, and chairman of 
the commission; Dr. William De- 
Kleine, Lansing, commissioner of 
health, State of Michigan, and chair- 
man of the executive committee; 
Ralph Hueston, Flint, administrator 
of Hurley Hospital; William G. Arm- 
strong, Niles, master of Michigan 
State Grange; Dr. Morris Raskin, De- 
troit, medical coordinator of the 
Health Institute of the UAW-CIO; 

Andrew S. Brunk, Detroit, presi- 
dent-elect of Michigan State Medical 
Society and president of Michigan 
Health Council; Rhoda Reddig, Ann 
Arbor, dean of the School of Nursing, 
University of Michigan; Dr. A. C 
Furstenberg, Ann Arbor, dean of the 
School of Medicine, University of 
Michigan; Dr. John W. Kemper, Ann 
Arbor, professor of oral surgery, 
Schools of Medicine and Dentistry, 
University of Michigan; Harold F. 
Stock, Hillsdale, president of Hills- 
dale Community Health Center; 
Mother M. Carmelita, Detroit, Sisters 
of Mercy, Mt. Carmel-Mercy Hospi- 
tal; Dr. Edgar H. Norris, Detroit, dean 
of the School of Medicine, Wayne 
University. 





Public Relations 
To Be Wisconsin 
Association Them: 


Public relations will be the maiii 
subject on the program of the Wi:- 
consin Hospital Association’s ar- 
nual midwinter conference at th 
Hotel Schroeder, Milwaukee, Jar- 
uary 18. 

The need for public relations will 
be analyzed by John F. Hunt, of 
Foote, Cone and Belding, Chicago, 
and Jon M. Jonkel, secretary of the 
Council on Public Relations of the 
American Hospital Association will 
discuss “Applying the Remedy.” 
Peter D. Ward, M.D., superintend- 
ent of Charles T. Miller Hospital, 
St. Paul, Minn., and president-elect 
of the American Hospital Associa- 
tion, will be the luncheon speaker. 

“Postwar Planning” will be dis- 
cussed by Graham L. Davis, Hos- 
pital Director of the Kellogg Foun- 
dation, Battle Creek, Mich. Jane F. 
Carlisle, personnel director of St. 
Luke’s Hospital, Cleveland, ' will 
speak on “Effective Administration 
of Hospital Personnel.” 

Other speakers will include 
George Bugbee, executive secretary 
of the American Hospital Associa- 
tion; George Nauert, public educa- 
tion director of Associated Hospital 
Service, Inc., Milwaukee, and Ever- 
ett Jones of The Modern Hospital. 





Total of 3,152 Hospitals 
On Approved List of A.C.S. 


A total of 3,152 hospitals—80.6 
per cent of the 3,911 surveyed—has 
been included in the list of hospi- 
tals in the United States and Can- 
ada approved by the American 
College of Surgeons for 1944. The 
list is published in the annual “‘Ap- 
proval Number” of the College 
Bulletin. 

On the 1944 survey list were in- 
cluded 2,342 hospitals of 100 beds 
and over of which 2,182 or 93.1 
per cent were approved. A total of 
1,119 hospitals of 50 to gg bed ca- 
pacity were under survey, of which 
789 or 70.3 per cent were approved. 
Four hundred and fifty hospitals of 
25 to 49 bed capacity were on the 
survey list and 181 or 40.2 per cent 
were approved. 

On December 31 of each year, 
the ratings of hospitals under sur- 
vey by the American College of 
Surgeons terminate automatically. 
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WHO IS RESPONSIBLE 
for Oxygen Equipment in Your Hospital ? 


Oxygen therapy has been found generally more 
efficient and more economical in the hospital that 
has its own Central Oxygen Service. 

Such an oxygen service can be established in your 
hospital by the appointment of two qualified individuals: 


1. A member of the medical staff to assume 
overall responsibility, including supervision of 
the medical aspects of oxygen therapy and edu- 
cation of nurses and interns. 


2. A member of the hospital staff to assist the 
physician by being responsible for the operation, 
care, and repair of oxygen therapy equipment 


and for the maintenance of efficient records on 
the condition of apparatus and supplies on hand. 


The Linde Air Products Company has helped many 
of its hospital customers in establishing such system- 
atic oxygen therapy departments on an efficient, 
economical basis. Just ask any Linde representative 
to supply you with information that will guide you 
in establishing a Central Oxygen Service in your 
hospital. He will obtain it for you. If you prefer, 
write directly to our New York Office. 
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Military Need of 
Graduate Nurses 
Grows More Acute 


MILDRED RIESE 


Nurse Recruitment Officer 
American Hospital Association 


As we move into the fourth year 
of war, the military need of grad- 
uate nurses is much more acute 
than anticipated. 

Even though 75,000 nurses have 
applied for military service, 20 per 
cent of them have been rejected be- 
cause of physical disability, accord- 
ing to a report to the National 
Nursing Council! for War Service by 
Virginia Dunbar, director of nurs- 
ing service for the Red Cross. 

To meet this emergency, the Red 
Cross Advisory Committee makes 
these recommendations: 

ASK the President, secretary of 
state, surgeon general and others to 
urge civilians to do without nursing 
service and appeal to women to 
help with all kinds of hospital work. 

PUBLICIZE procurement and 
assignment findings on the grad- 
uate nurse situation. 

ASK the Navy to reconsider use 
of married nurses. 

CLASSIFY as essential for study 
only those nurses who hold a posi- 
tion. 

INCREASE efforts to interest 
senior cadets in service with the 
Army or Navy. 

By unanimous vote the council 
agreed to support the Red Cross 
Advisory Committee in a strong 
appeal to the American Medical 
Association and the national hos- 
pital associations and their subsid- 
laries to reduce patients in civilian 
hospitals except for acute illnesses 
and necessary remedial care and 
admissions necessary for medical 
education and research for war 
service. 

Hospital administrators were 
urged at the council meeting to sup- 
port the simplification of nursing 
service and the recommended pro- 
gram for use of professional nurses. 
Furthermore, hospital administra- 
tors were urged to discontinue the 
use of private duty nurses for pa- 
tients who do not require their 
services for safe care and to support 
the nursing service in this plan. If 
better facilities were available, it 
was felt that many hospitals could 
save nursing time. 

Marion Sheahan, chairman of the 
Special Planning Committee, gave 
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an outline of the committee’s report 
which had been mailed to all mem- 
bers of the council. A commission 
will be appointed to make an im- 
partial study of organization, ad- 
ministration, control and support 
of nursing schools and to make an 
analysis of nursing education. Mem- 
bers of the commission are to be 
chosen for their broad interests 
rather than specific representation 
of organizations. 


The National League of Nursing 
Education will continue its study of 
nursing needs and resources which 
will include consideration of the 
non-professional worker. A defini- 
tion for professional and practical 
nurses also is expected from this 
group. 

Other subjects which will be 
studied are licensure for all who 
nurse for hire, revision of curricula 
in nursing schools, accrediting of 
nursing schools, personnel policies 
and recommendations from the Na- 
tional Organization of Public 
Health Education. A_ prospectus, 
general budget and possible source 
of financial support were all given 
consideration. 

The courses given WACs and 
WAVEs will be evaluated as a 
means of promoting nursing service 
in the postwar period. 


Lucile Petry, chairman of the 
commiitee to study the ratio of pro- 
fessional and vocational nurses 
needed in combination of service, 
described the study, recommended 
the employment of a director and 
staff, and discussed the necessary 
budget—including funds for demon- 








stration centers to check the final 
recommendations. 

Many good schools report vacan- 
cies as high as 50 per cent in their 
spring classes. As the national ap- 
peals for recruitment for student 
nurses will not be available, it is 
necessary for the individual states 
and local communities to intensify 
their own student nurse recruit- 
ment activities. OWI will control 
all government and war radio pro- 
grams and will be glad to assist with 
regional programs. 

Louise Baker, Director of Nurs- 
ing Service, War Manpower Com- 
mission, has written procurement 
and assignment committees urging 
them to be responsible for obtain- 
ing the necessary graduate nurses 
for military service. She recom- 
mended that those who were grad- 
uated since August 1944 be consid- 
ered eligible for military service, 
that senior cadets be placed in a 
pool for military service and that 
all nurses graduated before August 
1944 be put in Class I, with mini- 
mum rejections. 

Miss Blanche Pfefferkorn, Direc- 
tor of Studies, National League of 
Nursing Education, told the Na- 
tional Recruitment Committee at 
its second meeting in New York on 
December 12 that student nurse ad- 
missions had increased 76 per cent 
since 1940. Withdrawals are _be- 
tween 28 per cent’ and 31 per cent 
for the same period, and withdraw- 
als from the Cadet Nurse Corps are 
around 27 per cent. Studies are also 
being made of the educational qual- 
ifications of the students. In 1943: 
diplomas were granted to 36,164 
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nurses and degrees to 1,914. In 1944, 
there were 49,047 graduates receiv- 
ing diplomas and 1,992 receiving 


_ degrees. 


Miss Petry told the recruitment 
committee that military needs must 
have first consideration. She ex- 
plained that the cadet nurses signed 
up for essential nursing which im- 
plies “most essential.” 

The new approach to recruit- 
ment is that there are 20,000 oppor- 
tunities to join the Cadet Nurse 
Corps. Interested applicants should 
go to hospital information centers 
which are supposed to have an up 
to date list of vacancies. Informa- 
tion on out of state vacancies may 
be obtained by writing to Box 88, 
New York City. 

It is important that the two re- 
cruitment campaigns be conducted 
simultaneously until the military 
needs are filled by graduate nurses 
and the training schools have filled 
their quotas for new student nurses. 
Individual effort in these coordi- 
nated recruitment plans should 
make outstanding contributions to 
the success of the national program 
of better health. 
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Architect Approval Plan 
Drawn Up by Committee 


Proposed qualifications: and de- 
tails of operation of the program to 
approve the qualifications of hos- 
pital architects were formulated at 
a meeting of the Committee on 
Architectural Standards November 
27. 

This committee composed of Dr. 
Frank R. Bradley, chairman; Gra- 
ham L. Davis, Marshall Shaffer and 
Joseph G. Norby, is a part of the 
Council on Hospital Planning and 
Plant Operation. 

Recommendations of the com- 
mittee are being submitted to the 
council and will go to the Coordi- 
nating Committee and Board of 
‘Trustees for action in February. 
fhe approval program has previ- 
ously been approved in principle 
by the council and the Board of 
‘Trustees. 





Dr. Pollock Retives 


Dr. Henry M. Pollock, superin- 
‘cndent of Massachusetts Memorial 
‘tospitals for many years, will re- 
“re on February 1, to be succeeded 
»y Dr. Leverett S. Woodworth, who 

is been associate director of Har- 
‘er Hospital, Detroit. 
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NEW PEOPLE'S COMMUNITY HOSPITAL AT 
ELOISE, MICH., SERVES WAR WORKERS 


Opening of People’s Community 
Hospital, Eloise, Mich., on Decem- 
ber 15 completed a_ three-point 
program sponsored by the Wayne 
County Medical Society to extend 
medical facilities in large sections 
of the county, in which Detroit is 
located. 

The 71-bed hospital is located in 
what was formerly “Building B” 
of county-owned Eloise Hospital 
and Infirmary. The _ three-story 
modern building was leased from 
the county for the duration of the 
war plus six months. Of the 71 
beds, 25 are for maternity patients 
and 46 for general patients. There 
are 33 bassinets, two delivery rooms, 
two nurseries, one isolation nurs- 
ery and one isolation bed for moth- 
ers. 

Special diet kitchens are located 
on each floor. The main food sup- 
ply comes from Eloise Hospital by 
special arrangement with the coun- 
ty. Operating room, x-ray, labora- 
tory and physiotherapy services are 
also received from Eloise Hospital 
on a cost basis. 

Mabel Kuebler Kohr has been 
named administrator and nurse 
supervisor. At present the balance 
of the staff includes 12 graduate 
nurses and 14 nurses’ aides. Order- 
lies and an anesthetist are still be- 
ing sought. ‘Twenty-seven doctors 
located in the communities west of 
Detroit and in East Dearborn have 
applied for staff membership. 

Controlled by a board of 11 di- 
rectors, the hospital corporation 
plans to construct after the war a 
major hospital near Wayne in the 
center of the district to be served. 





Hospital Executives Council 
Inspects Wisconsin General 


Wisconsin General Hospital’s 
cancer research laboratories, radio- 
logy department and cascade oxy- 
gen system were inspected by 
representatives attending the Uni- 
versity Hospital Executives Council 
meeting in Madison recently. 

The council re-elected the following 
officers: PRESIDENT, Dr. H. A. Haynes, 
director of University Hospital, Ann 
Arbor, Mich., and SECRETARY-TREAS- 
URER, Leo G. Schmelzer, assistant ad- 
ministrator, Wisconsin General Hos- 
pital. 

The next meeting will be held 
at University Hospital, Ann Arbor, 
in the spring. 





Smaller hospitals for minor pro- 
cedures and convalescence will be 
constructed in the various thickly 
populated communities in the gen- 
eral area. 

Remodeling costs were approxi- 
mately $125,000 and equipment 
cost $36,000. Of this total, $15,000 
was raised by the hospital from 
voluntary contributions. The bal- 
ance was paid by the federal gov- 
ernment after approval by the 
Federal Works Agency. 

The medical society originated 
its program about two years ago 
following the influx of war workers 
and the depletion of medical ranks 
by military service demands. In 
addition to the hospital, the society 
aided in the establishment of a new 
County Department of Health. 





All-Inclusive Rate 
Is Lost in Debate 


Following a debate on all-inclu- 
sive rates at the recent Greater New 
York Hospital Association meeting, 
142 votes were cast for the negative 
team and g2 votes for the affirma- 
tive. 

The proposition was “Resolved, 
that the all-inclusive rate method 
of charging for hospital services is 
more desirable from the standpoint 
of doctor, hospital and patient than 
the practice of charging for specific 
services as rendered.” ; 

Dr. John B. Pastore, assistant di- 
rector of New York Hospital and 
Dr. Charles H. Wheeler, assistant 
attending physician, New York 
Hospital, spoke for the affirmative. 
Dr. Edgar C. Hayhow, director of 
Paterson (N. J.) General Hospital, 
and Alexander M. MacNicol, 
C.P.A. of Greenman, MacNicol and 
Co., upheld the negative. 

A letter from the United States 
Employment Service summarizing 
its activities in connection with the 
present campaign to recruit hospi- 
tal personnel was read to the asso- 
ciation. Churches, settlements and 
social agencies, offices, housing pro- 
jects, libraries, resident clubs and 
homes and veterans’ organizations 
have been circularized. Releases 
have been sent to foreign, neighbor- 
hood and religious papers. Many 
hospital jobs have been listed in 
the USES’ daily radio want ad pro- 
gram. 
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Famous Painting Goes to Robert Packer Hospital 


Through the generosity of Allan 
Kirby of New York City, the Guth- 
rie Clinic of Robert Packer Hospi- 
tal, Sayre, Pa., now has possession 
of the famous painting, “The Doc- 
tor,” by Sir Samuel Luke Fildes. 


This is the original study, a can- 
vas, 26 by 36 inches, from which 
Sir Samuel produced the larger 
painting that hangs in the Tate 
Gallery of London. The setting is 
the modest cottage of an English 
workman, with a doctor of the late 
Nineteenth Century watching in- 
tently a sick child on a pillow be- 
fore him. In a corner of the room 
the father stands with a reassuring 
hand on the shoulder of his wife 
who has buried her face in her 
arms at a table. 


Few paintings have been so uni- 
versally popular or so often repro- 
duced. The donor is the son of the 
late F. M. Kirby, philanthropist 
and a trustee of Robert Packer 
Hospital. Allan Kirby, in carrying 
on the philanthropies initiated by 
his father, said he especially want- 
ed to honor Dr. Donald Guthrie 
whom he characterized as ‘“‘a won- 
derful surgeon, a fine executive and 
a great humanitarian.” 


The painting, which was un- 
veiled on November 16, hangs in 
the foyer of the Guthrie Clinic. Dr. 
Howard E. Bishop, a trustee of the 
American Hospital Association, is 
administrator of Robert Packer 
Hospital. 





Oklahoma Elects 


J. O. Bush Jr., superintendent of 
Valleyview Hospital, Ada, was 
elected president of the Oklahoma 
Hospital Association at its annual 
meeting. Other officers and trustees 
are: 


PRESIDENT-ELECT, Harry C. Smith, 
superintendent of Wesley Hospital, 
Oklahoma City; VICE-PRESIDENT, Bryce 
Twitty, superintendent of Hillcrest 
Memorial Hospital, Tulsa; TREASURER, 
Dean Bell, superintendent of Univer- 
sity Hospital Foundation, Enid; Src- 
RETARY, H. . Dickey, University 
Hospitals, Oklahoma City; TrustTEEs, 
Dr. L. E. Emanuel, Cottage Hospital, 
Chicasha; Leta Henry, superintendent 
of Shawnee City Hospital; R. L. Loy 
Jr., superintendent of Oklahoma City 
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General Hospital; Tom England, su- 
perintendent of Memorial Hospital, 
Woodward; Homer Goltry, superin- 
tendent of Enid General Hospital and 
Earl U. Benson, superintendent of 
Masonic Hospital, Cushing. 


ron 


Elect at Norwalk 


Officers elected by the Norwalk 
(Conn.) Hospital Association at its 
annual meeting are: president, John 
Cavanagh; first vice-president, Fred- 
erick T. Bedford; second vice-presi- 
dent, Samuel Roodner; third vice- 
president and treasurer, Russell 
Frost Jr., and secretary, Robert N. 
Brough. 














Governor Proposes 
State Licensing of 
California Hospitals 


Governor Earl Warren of Cali- 
fornia is taking the initiative to 
bring about the licensing of hos- 
pitals in his state. On November 
28, he requested Dr. Wilton L. Hal- 
verson, director of public health, 
to draft legislation that would 
place all California hospitals un- 
der control of a state agency. 

On the same date, the Los An- 
geles Times carried this report: 

“R. E. Heerman, trustee of the 
American Hospital Association, 
who is also chairman of the Legis- 
lative Committee of the Associa- 
tion of California Hospitals, states 
that this is a matter that has been 
considered by the association for 
some time in view of the fact that 
in the state of California there is 
no state agency supervising hospi- 
tals except and when such hospitals 
conduct a maternity department. 

“Any standards which are now in 
effect in the state of California as 
far as hospitals are concerned may 
be credited entirely to the program 
of the state and American Hospital 
Associations in urging hospitals to 
conform to the standards set up by 
the American Medical Association 
and the American College of Sur- 
geons.” 

The Association of California 
Hospitals has offered its services in 
the drawing up of legislation. 
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Maryland Governor Backs 
Program of Medical Care 


A program of medical care for 
the indigent in Maryland, in which 
the state government and the med- 
ical profession collaborate, has been 
approved by Gov. Herbert R. 
O’Conor. 

On - December 20, Governor 
O’Conor announced that he was 
including in his budget $400,000 
to cover two years of operation. 
This is the program recommended 
last year by the Committee on Med- 
ical Care of the Maryland Planning 
Commission. Its principal feature 
is that a bureau of medical care 
would be established within the 
state Department of Health, so 
that, as Governor O’Conor ex- 
pressed “‘our state may assume lead- 
ership in the effort to have this 
important service rendered by the 
medical profession, under its own 
program and assisted by the state.” 
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ALCOHOL RESEARCH COUNCIL HEARS HOW 
VETERANS ADMINISTRATION GIVES CARE 


Some aspects of the problem of 
hospitalizing alcoholics were sum- 
marized recently in a statement 
presented to the Research Council 
on Problems of Alcohol by Col. 
John H. Baird, MC, who reported 
on experiences in Veterans Admin- 
istration hospitals. 

No beds are set aside in V. A. 
general hospitals for treatment of 
alcoholism. Veterans with simple 
alcoholic intoxication are admitted 
as such, although some are treated 
for this incidentally when admitted 
for other reasons. 

Veterans who are admitted to 
receive treatment for alcoholism 
fall into two main classifications: 
Simple chronic alcoholics and _psy- 
chotic chronic alcoholics. Those 
who are psychotic eventually arrive 
at neuropsychiatric hospitals. 

Simple chronic alcoholics are ad- 
mitted in some states when formal- 
ly committed by a court. In other 
states there are no laws governing 
the commitment of chronic alco- 
holics, and in these areas veterans 
are admitted on voluntary applica- 
tion. 

Treatment consists of “suppor- 
tive or building-up therapy, to- 
gether with psychotherapeutic in- 
terviews physical therapy, 
occupational therapy and _recrea- 
tion.” 

How to treat simple chronic al- 
coholics effectively is a problem, 
and “the experience in dealing 
with this group has not been en- 
couraging.” When admitted, the 
patients are more likely to be men- 
tally confused temporarily than 
mentally incompetent. When this 
condition passes, the patient does 
not like his association with psy- 
chotic patients and requests release 
—or those who committed him start 
proceedings to do so. In some cases, 
habeas corpus proceedings are re- 
sorted to. 

How extensive is the problem? 
A survey of veterans, psychotic and 
non-psychotic, receiving treatment 
for alcoholism in V. A. general 
medical and neuropsychiatric hos- 
pitals on June 30, 1943, shows: 

Total general medical patients, 
15,475; psychotic alcoholic, 18; non- 
psychotic, 45—total 63 or .4 per 
cent. 

Neuropsychiatric hospital _ pa- 
tients, 34,194; psychotic alcoholic, 
930; non-psychotic, 134—total, 1,064 
or 3.1 per cent. 
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SEAL SALE TO FINANCE 
CRIPPLE CARE STUDY 


A nationwide study of the care 
of the crippled will be financed by 
the 1945 sale of Easter seals spon- 
sored by the National Society for 
Crippled Children.- The sale will 
be held from March 1 to April 1: 

The coordination of hospital 
treatment and hospital care, needs 
in convalescent care, physical ef- 
fects of long bed rest, use of ac- 
tivity and recreation during con- 
valescence and the social effect of 
institutional residence will be ex- 
amined. 














Architectural Competition 
Award Winners Announced 


Winners in two architéctural 
competitions conducted by the 
Modern Hospital Publishing Co., 
Chicago, were announced in mid- 
December. 


Architects had been invited to 


design (a) a community medical 
center housing a 4o0-bed hospital, 
offices for the community’s physi- 
cians and dentists and headquar- 
ters for the local health depart- 
ment; and (b) a 4o0-bed hospital 
for a small town. 


Chairman of the jury of award 
was Marshall Shaffer, chief hospi- 
tal architect of the U.S. Public 
Health Service. Other members 
were: Addison Erdman, architect 
of New York City; Dr. Fred G. 
Carter, administrator of St. Luke’s 
Hospital of Cleveland and a hospi- 
tal consultant; Graham Davis, hos- 
pital director of the W. K. Kellogg 
Foundation, Battle Creek, Mich.; 
Mies van der Rohe, professor of 
architecture, Illinois Institute of 
Technology, Chicago; Nathaniel A. 
Owings, architect of Chicago and 
New York. 


Winners in the community 
health center competition are: 


First prize, $1,000: Samuel E. Lun- 
den, A.I.A., and Louis C. Dixon, asso- 
ciated architects, Los Angeles. 

Second prize, $750: Roslyn Ittel- 
son, designer, and Leonard Green- 
burg, M.D., public health officer, New 
York City. 

Third prize, $500: Fisher and 
Fisher, Denver. 

Honorable mention, $100: Laurence 
P. Johnston, Evanston, Ill.; E. Todd 
Wheeler, Wilmette, Ill.; L. Forstner, 
Toronto. 


Winners in the 40-bed hospital 
competition are: 





‘Inter-Mountain’ 
Hospital Service 


Plan Is Approved 


Unanimous approval of the pro- 
posed Inter-Mountain Hospital 
Service Plan was voted by hospital 
representatives attending the an- 
nual meeting of the Utah Hospital 
Association held December 7 at 
Utah Valley Hospital, Provo. 

D. O. Wight, executive director 
of the new plan, explained the ben- 
efits for subscribers and the method 
of payment to hospitals. The six 
hospitals participating actively in 
the organization of the plan are: 
Dr. W. H. Groves Latter Day 
Saints Hospital, St. Mark’s Hospi- 
tal and Holy Cross Hospital, all of 
Salt Lake City; Thomas D. Dee 
Memorial Hospital, Ogden; Utah 
Valley Hospital, Provo, and Wil- 
liam Budge Memorial Hospital, 
Logan. 

Officers of the plan are: PRESIDENT, 
J. Howard Jenkins, superintendent of 
Latter Day Saints Hospital; VIcE- 
PRESIDENT, Mrs. Olive Wardrop, su- 
perintendent of St. Mark’s Hospital, 
and SECRETARY-TREASURER, John H. 
Zenger, superintendent of Utah Val- 
ley Hospital. 

Mr. Jenkins was re-elected presi- 
dent of the hospital group. Other offi- 
cers are Lawrence Evans, superin- 
tendent of Thomas D. Dee Memorial 
Hospital, who succeeds A. George 
Raymond, superintendent of William 
Budge Memorial Hospital, as vice- 
president and Mr. Zenger, who was 
re-elected secretary-treasurer. 
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Report $400,000 Fund Raised 
For New Memorial Hospital 


Woman’s Hospital, Batavia, N. 
Y., recently changed its name to 
Genesee Memorial Hospital and 
designated the institution as a war 
memorial. 

More than $400,000 was sub- 
scribed by 6,500 persons for a new 
100-bed hospital. Construction 
plans are being completed. 





First prize, $1,000: Fisher and 
Fisher, Denver. 

Second prize, $750: Basil Yurchan- 
co, Harvard Graduate School of De- 
sign, Cambridge, Mass. 

Third prize, $500: H. P. Van Ars- 
dall, Cincinnati. 

Honorable mention and $100: Rob- 
ert J. Reiley, New York City; George 
Blumenauer and Associates, archi- 
tect, and Paul H. Fesler, hospital ad- 
ministrator, Oklahoma City; Janet 
and Milton H. Caughey, West Los 
Angeles. 
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STRIKING ANTIBACTERIAL ACTION OF 


These photomicrographs, taken with the powerful new ree 


RCA electron microscope at a magnification of 38,000 ; Fn Wes 
diameters, dramatically reveal the striking bacteriolytic Speed the Victory 
action of Penicillin. with War Bonds 
The first photomicrographs of Penicillin’s action to be 
taken with the RCA electron microscope, the one on the 
left shows organisms from an untreated culture of 
Staphylococcus aureus, while that on the right shows 
the virtually complete dissolution of these organisms 


after the addition of Penicillin. T 
The discovery, production, and clinical evaluation of P f N | ( | ay | \\ 


this remarkable chemotherapeutic agent constitute a 
signal advance in medicine’s relentless warfare against VIERCK 
disease. 

As a pioneer in Penicillin research, development, and : ee. 
large-scale manufacture, Merck & Co., Inc. will continue A Signal Advance 
to expand production, with the objective of supplying 5 
adequate quantities for civilian medical needs, vn well in Chem otherap ¥ 
as for our Armed Forces. 4 


MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 
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Further Details in 
Survey of Postwar 
Care Are Approved 


The suggested scope of study for 
state groups, an outline for form- 
ing a state hospital plan and the 
organization and objectives of the 
national commission were approved 
by the Commission on Hospital 
Care at a meeting in Philadelphia 
December 8. The material was pre- 
pared by the commission’s head- 
quarters staff. 

The scope of study for the na- 
tional commission was approved in 
general and the executive commit- 
tee was authorized to make further 
changes. 

The proposed national study in- 
cludes: Census of hospital and 
health department facilities and 
the distribution of hospital facili- 
ties and personnel; legal basis for 
the organization and operation of 
hospitals and health centers; _his- 
torical development of hospital and 
health center control; review of 
trends in hospital service and fa- 
cilities; analysis of opportunities 
for professional and non-profes- 
sional training in hospitals and 
health centers; review of methods 
of financing hospital service; recom- 
mendation of future organization, 
development and function of hos- 
pital and health center facilities 
based upon the determination of 
needs for additional facilities and 
personnel. 

The commission also asked that 
consideration be given to the im- 
portance of preventive medicine in 
any future health program and the 
place that veterans’ hospitals will 
assume in the national picture of 
health facilities. 

The public relations program 
was approved and the headquarters 
staff was authorized to cooperate 
with the American Hospital Asso- 
ciation at its annual mid-winter 
conference in Chicago February 9- 
10. 





March of Dimes Campaign 
Will Be Opened January 14 


The annual March of Dimes 
campaign conducted annually by 
the National Foundation for Infan- 
tile Paralysis will run from Jan- 
uary 14 to 31 this year. 

Nearly fifty million persons con- 
tributed last year, with the result 
that a broadened program was pos- 
sible. During 1944 more than 600,- 
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000 copies of an educational bulle- 
tin, “When Polio Strikes,’ were 
distributed; more than $1,600,000 
was made available for research, 
and a special fund of $50,000 was 
set up for fellowships in education. 
This was in addition to vast sums 
spent in the treatment of polio vic- 
tims. 
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Bacon Library and Purchasing 
Committee Share $2,000 Gift 


The work of the Bacon Library 
and of the Committee on Purchas- 
ing and Simplification and Stand- 
ardization of Hospital Furnishings, 
Supplies and Equipment of the 
American Hospital Association is to 
benefit by a grant of $1,000 to each 
from the Modern Hospital Publish- 
ing Company. 

Resolutions accompanying the 
gift to the Educational Trust of the 
American Hospital Association ex- 
pressed the interest of the officers 
ot che publishing firm in the Hos- 
pital Library and Service Bureau 
established many years ago, and 
their continued interest during the 
intervening years as the library be- 
came the Bacon Library of the 
American Hospital Association. 

Half of the total gift is to be 
used to increase the value of the 
library in the education of hospital 
administrators and department 
heads to the ultimate improvement 
of hospital service to patients in the 
United States, Canada and through- 
out the world. 

The gift to the Committee on 
Purchasing is to expedite the carry- 
ing on of studies and research look- 
ing to more economical hospital 
service, particularly in the direction 
of more effective and more intensive 
standardization. 





Danbury Election 


Thomas J. Bowen was re-elected 
president of the board of managers 
of Danbury (Conn.) Hospital at 
the trustees’ annual meeting. The 
following officers also were re-elect- 
ed: Vice-President, James D. Biggs; 
Secretary, Gerald B. Curtis and 
Treasurer and General Manager, 
F. Ward DeKlyn. 





THE SIX MONTH INDEX for 
HospitTats from July through De- 
cember 1944 is now ready. It is 
printed in page size suitable for 
binding with the volume for the 
second half of 1944. 

Copies may be obtained by writ- 
ing to the Bacon Library, 18 East 











Division Street, Chicago 10. 














College Questions 
MAC Members on 
Further Training 


The American College of Hospi- 
tal Administrators is conducting a 
survey of the officers of the medical 
administrative corps to determine 
their interest in obtaining addi- 
tional training in the field of hos- 
pital administration after the war. 

The survey was undertaken be- 
cause a number of men in the MAC 
have indicated their interest in the 
field and because several univer- 
sities are interested in planning 
courses in hospital administration, 
according to Dean Conley, execu- 
tive secretary. 

Tentative plans of the universi- 
ties provide for a two-year period 
of study and practical experience in 
hospital administration. At the 
present time, only the University 
of Chicago and Northwestern Uni- 
versity offer courses in hospital 
administration. 

The college estimates there are 
about 18,000 officers in the MAC 
and expects the questionnaires to 
reach about 15,000 men. The in- 
formation—including the extent of 
the men’s interest, previous educa- 
tion and experience—probably will 
be tabulated by April or May. 

The survey is similar to one con- 
ducted recently by the American 
Medical Association to determine 
the individual postwar plans of 
some 65,000 officers in the medical 
corps. 
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Rhode Island Officers 


Leroy P. Cox, director of Woon- 
socket Hospital, was elected presi- 
dent of the Hospital Association of 
Rhode Island at its annual meet- 
ing in December. Other officers and 
trustees are: 


VICE - PRESIDENT, Helen Blaisdell, 
superintendent of Westerly Hospita!; 
SECRETARY, Francis C. Houghton, But- 
ler Hospital, Providence; TREASURER, 
William E. Sleight, Homeopathic Hos- 
pital, Providence; TRUSTEES, Carl A. 
Lindblad, director of Homeopathic 
Hospital, Providence; Dr. Henry 5S. 
Joyce, Rhode Island Hospital, Provi- 
dence; Dr. William Hindle, superin- 
tendent of Chapin Hospital, Provi- 
dence; Mr. Sleight and Mr. Houghton. 


oo 





Auer Resigns: 


O. N. Auer has resigned as direc- 
tor of Monmouth Memorial Hospi- 
tal, Long Branch, N. J., and will 
enter the industrial field, 






HOSPITALS 

















ay A248 

















Portion of the San Francisco-Oakland Bay Bridge. Largest 
bridge of its kind in the world, using twin suspension spans. 
Total length, terminal to terminal, 8!/4 miles. Started e 
May 1933, finished November 1936. Cost approximately 
$78,000,000. 


N THE OPINION of experts, the San Francisco-Oakland Bay Bridge is the most re- 

markable engineering feat ever accomplished... the perfect example of bridge 
construction. In the field of surgery, the name SKLAR stands for surgical instruments 
that are as nearly perfect as over 50 years of technical skill can make them! And 
that's because SKLAR uses only the finest materials and workmanship in production 
. .. because SKLAR'S metallurgists and other research workers are always abreast of 
every technical advance in surgery . . . continually striving to improve an almost per- 
fect product. That's why world famous surgeons prefer SKLAR instruments . . . why 
the J. Sklar Manufacturing Company is today the leader in a highly specialized in- 
dustry. Sklar instruments are sold only through accredited instrument distributors. A 
catalog of Sklar Stainless Steel Instruments will be provided on request. 


LONG ISLAND CITY, N. Y. 





STILLE’S RIB SHEARS 8%", STAINLESS STEEL 
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Midyear Conference 
To Be Addressed by 
Dr. Thomas Parran 


One full day of the two-day Mid- 
year Conference, February g and 
10, has been set aside for a discus- 
sion of common problems by the 
state, provincial, and regional asso- 
ciation officers who will be in at- 
tendance. 

Invitations and hotel reservation 
cards have been sent to the presi- 
dents, secretaries and other official 
representatives of eligible associa- 
tions. Meetings will be conducted 
at the Drake Hotel. 


Although this year’s conference 
will open, as it has in other years, 
with reports from council chair- 
men, these reports are to be in 
keeping with the general atmos- 
phere of a workshop meeting. The 
chairmen have been asked to lay 
their several council projects before 
the delegates, not only as informa- 
tion, but specifically as subject mat- 
ter for discussion. 

These discussions of the Ameri- 
can Hospital Association’s activities 
through its councils will occupy the 
working day Friday, February g. 
A part of the afternoon will be re- 
served for thorough consideration 
of the broad subject of state affilia- 
tion, to be introduced by O. G. 
Pratt, chairman of the Council on 
Association Development. 

The discussion theme at Friday’s 
luncheon will be long range plan- 
ning with emphasis on the study of 
available health facilities. This will 
be led off by Dr. A. C. Bachmeyer, 
director of the Commission on Hos- 
pital Care. Dr. Thomas S. Gates, 
chairman, members of the commis- 
sion and representatives of other 
interested groups will take part. 

All who attend the conference 
will be guests of the Board of Trus- 
tees of the American Hospital As- 
sociation at the annual dinner 
Friday night. Here they will be 
addressed by Surgeon General 
Thomas Parran of the U. S. Public 
Health Service. 

Saturday forenoon will be de- 
voted to a discussion of topics pre- 
sented from the floor, other than 
those concerned with government. 
The report of the Council on Gov- 
ernment Relations will be reserved 
for Saturday afternoon and discus- 
sion will center around it. The day 
will conclude with a visit to Asso- 
ciation headquarters and an_ in- 
formal tea from 4:30 to 5:30 p.m. 
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PROGRAM BUILDING 


With recent weeks material has 
been sent to the presidents and 
secretaries of hospital associations 
from headquarters indicating as- 
sistance in program building for 
annual meetings. 

The first letter listed the names 
of possible speakers from the 
American Hospital Association 
with suggested subjects, describing 
the arrangement whereby one 
speaker will be sent to each meet- 
ing with expenses’ paid. 

The second letter suggested a 
number of subjects pertinent for 
meetings, sources of speakers and 
some means of direct assistance 
from headquarters. If those per- 
sons who are responsible for plan- 
ning meetings and building the 
programs have not received the 
information mentioned we shall be 
glad to send a copy upon request. 











Colorado Association to 
Undertake Postwar Study 


Nurses, nursing facilities and 
postwar hospital needs will be stu- 
died soon under the sponsorship 
of the Colorado Hospital Associa- 
tion, which held its annual meet- 
ing in Denver on December 13. 

John C. Shull, superintendent of 
Porter Sanitarium and Hospital, 
Denver, was elected president. 
Other officers are: 

VICE-PRESIDENT, Roy H. Prangley, 
business manager of Colorado Gen- 
eral Hospital, Denver; TREASURER, 
Sister Mary Thomas of Mercy Hos- 
pital, Denver; EXECUTIVE SECRETARY, 
Dr. B. B. Jaffa, deputy manager of 
health and charity, Denver General 
Hospital; TrusTEES, Ed. Rowlands of 
Memorial Hospital, Colorado Springs; 
DeMoss Taliaferro, director of Chil- 
dren’s Hospital, Denver, and Frank J. 
Walter, superintendent of St. Luke’s 
Hospital, Denver. 


~ 
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Warning on Swindler 
From two sections of the country 





come warnings that one Leeman 
Garth Oler is operating a nurse 
uniform racket, victimizing hospi- 
tal nurses. Oler is described as 35 
to 36 years old, about 6 feet tall, 
weighing 175 to 185 pounds, with 
thick black wavy hair, fair com- 
plexion and gray blue eyes. He 


the forms of a legitimate company 
for which he once worked, and 


then is heard from no more. The 


Houston, but Oler is wanted in a 





number of western cities. 


solicits cash-in-advance orders, using 


warning came from Denver and 





Citizens Organize 
Quickly to Open 
Hospital on Time 


One of the oddities of World 
War II has turned up in Renton, 
Wash., a suburb of Seattle, where 
it was recently discovered that a 
hospital built with Lanham Act 
funds might not open on schedule 
because no local agency could be 
legally qualified to operate it. 


Many months ago, a group of lo- 
cal citizens applied for Lanham 
Act funds; the application was hon- 
ored and _ construction _ started. 
Meantime the city administration 
changed hands and the new di- 
rector of law announced that Ren- 
ton, as a third class city, was pro- 
hibited by state law from taking 
over the new $600,000 plant. 

The war had increased Renton’s 
population until it was of sufficient 
size to have a second class rating; 
but some time would be consumed 
in making the transfer and in that 
interim the hospital apparently 
would have to remain unopened. 

Regional and national repre- 
sentatives of the Federal Works 
Agency were summoned. An effort 
was made to persuade county com- 
missioners to assume responsibility 
until the city could qualify. The 
Kings County Medical Service Bu- 
reau sought to buy the new plant 
for $300,000 and convert it into a 
proprietary hospital. This was op- 
posed by the Kings County Medical 
Society. It was also opposed by 
more than 850 citizens who signed 
a petition asking the county to take 
charge. 

At last report, a group of citizens 
had filed papers for the formation 
of Valley Hospital Foundation, Inc. 
This was intended to make it pos- 
sible for the hospital to open on 
schedule—January 15—with any de- 
ficits locally underwritten until 
either the county or city takes over 
the control. 


ae 





Seek Research Openings 


Radcliffe College, Cambridge, 
Mass., is compiling a list of research 
laboratories throughout the nation 
which might be interested in em- 
ploying trained college graduates. 

Directors of medical research lab- 
oratories are asked to submit the 
name of their organization and gen- 
eral qualifications for positions. In- 
formation should be addressed ‘0 * 
the college’s Appointment Bureau. 
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mmediate Delivery from Stack! 
Anetic — Polar 


CRUSHED ICE 
BOXES 


ARCTIC. Crushed ice may be conveniently and eco- 
nomically dispensed from this container. The double- 
wall metal receptacle is generously insulated with 
fibre glass. The inner surface is galvanized to prevent 
rust. Ice is scooped from the trough in the front of 
the cabinet. The opening is extended and sloped to 
prevent spilling of ice. 


Polar Crushed Ice Boxes have a capacity of 60 pounds 
of crushed or shaved ice. 


The insulated lid is hinged and opens wide for filling 
the receptacle. The cabinet at the bottom holds the 
drain bucket and provides space for water glasses, 
dishes, etc. Size overall: 23” wide, 1642” deep, 52” 
high. Finished in White Baked-Enamel with black trim. 


gL een ee eee ear $8 5.00 


POLAR. (Mobile) Ice compartment specifications same 
as Arctic described above. Provided with a push han- 
dle at one end. Mounted on 5”, rubber-tired wheels. Wocner 
Finished in White Baked-Enamel. 


FH510. Polar Mobile, price.................. $72.50 


Viott Simpion Obstotrioal Bod 


A full-size, two section bed-table. The 











head section may be elevated at either 
or both ends by means of easily operated 
geared mechanisms. This feature assures 
perfect presentation of the perineum 


for delivery or repair. 


The two sections are firmly locked to- 
gether or instantly separated by means 
of a simple but positive device. 


Adjustable pull-handles, traction straps 
and Bierhoff Crutches are standard 
equipment. 


Two-section, 35 Ib., cotton felt mattress 
with double-coated rubber envelope is 
supplied. Price complete.......................... 


$256.50 


Price of Bed without mattress....$225.00 


Ea | 


f° Max WocHer & §on ©o. 


MANUFACTURERS OF BETTER SURGICAL FURNITURE 
609 COLLEGE ST. CINCINNATI 2, OHIO 
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Kansas Governor Is 
Asked to Appoint 
Planning Committee 


In an effort to promote a better 
health program by equitable distri- 
bution of hospital, medical and 
dental services throughout the state, 
the Kansas State Hospital Associa- 
tion has requested the governor to 
appoint a Planning for Health 
Committee. 

At its annual meeting in Wichita, 
the association recommended that 
the proposed committee study exist- 
ing facilities and services relating 
to hospitals, medical, dental and 
health needs, make recommenda- 
tions to interested organizations 
and provide accurate information 
for coordinating and directing a 
health program. The committee 
should include representatives of 
hospitals, physicians, dentists, pub- 
lic health organizations, farmers, 
business and labor, the association 
said. 

Dr. F. C. Beelman, secretary of 
the Kansas State Board of Health, 
Topeka, discussed. the survey of 
Kansas hospitals in relation to 
postwar planning. Other speaker 
included Dr. Hugo V. Hullerman, 
secretary of the Council on Profes- 
sional Practice, and F. Hazen Dick, 
secretary of the Council on Admin- 
istrative Practice, American Hospi- 
tal Association. 

Officers elected by the association 
are: PRESIDENT, the Rev. H. L. Gleck- 
ler, administrator of Wesley Hospital, 
Wichita; First VICE-PRESIDENT, the 
Rev. R. E. Dewey, assistant adminis- 
trator of .Wesley Hospital, Wichita; 
SECOND VICE-PRESIDENT, Ziellia Leas- 
ure, administrator of Asbury Hospi- 
tal, Salina, and SECRETARY-TREASURER, 
Sister M. Victoria, St. Mary’s Hospi- 
tal, Winfield. 


++ 


A.C.S. Approves 231 Hospital 
Training Programs in Surgery 


The American College of Sur- 
geons has approved 231 hospitals 
in the United States and Canada 
for graduate training in general 
surgery and surgical specialties. 

Dr. Malcolm T. MacEachern, 
associate director of the college, 
stated that more than 500 hospitals 
offering opportunities for graduate 
training in surgery will be surveyed 
during the coming year. 

Through Maj. Gen. Charles R. 
Reynolds, consultant in graduate 
training in surgery; Dr. George H. 
Miller, director of educational ac- 
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tivities; Dr. Paul S. Ferguson, di- 
rector of surveys, and a field staff, 
the college aids hospitals to organ- 
ize graduate training programs to 
meet the requirements for approval. 

The college also plans to aid phy- 
sicians returning from military serv- 
ice to resume training in surgery. 





Mills Memorial of San Mateo 
Leases Annex for Overflow 


Mills Memorial Hospital, San 
Mateo, Calif. has leased the 43-bed 
annex of the San Mateo County 
Community Hospital and will use 
the building to accommodate the 
overflow of patients from Mills, ac- 
cording to a California newspaper. 

The rental will be on a month- 
to-month basis. The annex, a stuc- 
coed wooden structure, formerly 
was used to house tubercular pa- 
tients. It will be renovated com- 
pletely and laboratory and kitchen 
facilities will be provided. 

The annex will be staffed by doc- 
tors and nurses drawn from the 
main hospital staff and will be used 
largely for patients requiring med- 
ical rather than surgical attention. 





Improves Payment Plan 


for Public Aid Patients 


For the first time, payments to 
hospitals under the Illinois old age 
and blind assistance program are to 
take into account the quality, quan- 
tity and cost standards of care pro- 
vided for beneficiaries, it was an- 
nounced on December 15 by Ray- 
mond M. Hilliard, state public aid 
director. 

This follows a change in regula- 
tions which permits the state of 
Illinois to make benefit payments 
above the $40 a month maximum 
in which the federal Social Security 
Board shares. 

The change was to be made on 
January 1. “Thereafter, it was an- 
nounced, state and federal funds 
jointly would be used to finance 
medical care to the extent of $40 a 
month for a 12-month period. 
When further care is needed, the 
Illinois Public Aid Commission is 
prepared to finance it “for as many 
months as necessary in an amount 
not to exceed $75 a month.” 

With the help of a hospital ad- 
visory committee, on which the IIli- 
nois Hospital Association has rep- 
resentation, a method of paying a 
percentage of per diem hospital 
cost is being worked out. This is 
figured in accordance with the 
EMIC formula. 
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Returned Veteran 
Must Be Given Job 
At Pre-War Level 


WASHINGTON (From the 
Washington Service Bureau)—In an 
interpretation of the Selective Serv- 
ice and Training Act of 1940, Jesse 
Freidin, chief counsel of the Na- 
tional War Labor Board, recently 
ruled that a returned veteran is to 
be “reemployed at the level to 
which he would be entitled if there 
had been no break in his service 
with the company.” 


The newest veterans’ organiza- 
tion is AMVET, or American Vet- 
erans of World War II. Claiming 
tens of thousands of members, the 
group favors “Full cooperation— 
economic, political and social—with 
all nations, large and small, whose 
ideals conform to those for which 
we are now fighting.” On the do- 
mestic front it will support “full 
employment and special training 
for the physically and mentally 
handicapped,” and protection of 
the worker through social insur- 
ance. 


The Army has ordered that dis- 
charge certificates make no men- 
tion of physical or other disabilities 
of general physical condition. It 
was found that such notations were 
handicapping veterans in their 
search for jobs. On application, 
discharged men may get new cer- 
tificates, if the documents origi- 
nally issued make detrimental com- 
ments about their physical condi- 
tion. 


The Interior Department an- 
nounced this week that 300 acres 
of ground and school facilities at 
Tomah, Wis., will be turned over 
to the Veterans Administration for 
use as a neuro-psychiatric hospital. 
Veterans Administration plans to 
build a $4,880,000 hospital of 1,328 
beds on the site to serve southern 
Wisconsin, eastern Iowa and north- 
ern Illinois. 





Gift From Doctors 


Axtel Christian Hospital of New- 
ton, Kans., has the latest model 
X-ray equipment, thanks to mem- 
bers of the medical staff. Its trans- 
former is of 500 milliamperes. Its 
automatic timing device makes pos- 
sible the taking of radiographs at 
1/120ths of a second. 
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HOSPITAL 


- PROMETHEUS Hospital Sterilizers are modern in 


design, and employ to greatest advantage every ap- 


proved and accepted engineering principle. 


PROMETHEUS Sterilizer Batteries — furnished in 
any combination required — are the very last word in 


. efficient sterilization equipment for hospitals that must 


have maximum service. These Batteries are sturdy and 
compact, and provide complete sterilization facilities. 
They can be furnished for either gas, steam, or electri- 
cal operation. , 

Send for the Prometheus Sterilizer Catalog — which 
gives in detail the many distinctive features and advant- 
ages of Prometheus Combination Sterilizer Batteries. 


PROMETHEUS ELECTRIC CORP. 
A0l W. 13th Street, New York 14, N. Y. 












top right: 
PROMETHEUS 
UTENSIL 


middle right: 
PROMETHEUS 
DRESSING 
STERILIZER 
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flower right: 


























INITIAL LANHAM ACT PROJECT REPORT 


ACCOUNTS FOR $25,424,282 EXPENDITURE 


Shortly after the beginning of 
the Cadet Nurse training program 
in 1943, the Public Health Service 
learned that many schools of nurs- 
ing would need federal aid to pro- 
vide adequate housing and “train- 
ing facilities. 

The Public Health Service, the 
Federal Works Agency and the 
War Production Board agreed to 
determine the need for such facili- 
ties on the basis of the school’s par- 
ticipation in the Cadet Nurse pro- 
gram provided the field surveys 
showed inadequacies. 

Prior to that agreement, the pro- 
vision of hospital or nurses’ home 
facilities had been approved only 
where there was a military or war 
industrial activity in the vicinity. 

Total allotments made by FWA 
for Bolton-connected Lanham proj- 
ects amount to $18,000,000. The 
first allotment of $13,500,000 was 
exhausted about July 1, 1944. The 
second and final allotment of $4,- 
500,000, which became available 
during late August, was exhausted 
about October 1. 

From September 1, 1943 to No- 
vember 1, 1944, President Roose- 
velt approved 241 applications— 
representing 13,088 nurses’ beds— 
for Lanham funds. Of these 241 
projects, 172 provided for construc- 
tion and 69 for purchase, lease or 
renovation of existing buildings. 

Thirty-one projects — providing 
about 1,442 nurses’ beds — have 
been completed. Thirteen of these 
projects include training facilities. 
The 119 under construction will 
provide about 6,071 nurses’ beds 
and 82 will include training fa- 
cilities. 

The total cost of these 241 
projects was $25,424,282 of which 
$17,317,369 were federal funds and 
$8,106,913 were applicants’ con- 
tributions. 

Besides these Lanham projects, 
abetit 30 applications for priorities 
have been approved by WPB in 
connection with non-federally fi- 
nanced facilities for student nurses. 
About 1,000 nurses’ beds will be 
provided by completion of these 
projects. 

Both federally and non-federally 
financed Bolton-connected construc- 
tion applications will yield a total 
of .between 14,000 and _ 15,000 
nurses’ beds. 

Projects approved by President 
Roosevelt and announced recently 
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by Maj. Gen. Philip B. Fleming, 
Federal Works Administrator, in- 
clude: 

Hospital Facilities 


The Kennewick (Wash.) Hospital 
Association. Grant $350,000. Federal 
construction. Constructing and equip- 
ping a 50-bed hospital, including pur- 
chases of supplies. 

Georgia Warm Springs Foundation, 
Warm Springs. Grant $171,580 of 
$343,159. Construct and equip a two- 
story and part basement addition to 
provide 86 additional beds. 

City of Orange, Texas. General 
Hospital facilities. Previous federal 
contribution: $34,000. Increase: $15,- 
000. Period of assistance extended 
from March 3, 1944 through March 3, 
1945. 

Nurses’ Home and Training Facilities 


Federal Works Agency, Regional 
Director, Region No. 2, Norfolk Coun- 
ty, Va. Present grant $984,700 of 
$1,043,000. Proposed increase $58,300. 
Federal construction. Project origi- 
nally called for constructing and 
equipping a 150-bed hospital and a 
50-bed nurses’ home, including ap- 
purtenant facilities. Now proposed to 
add necessary quarters and a chapel 
for the sisters of the Catholic order 
chosen to operate the hospital. 

St. Vincent’s Sanitarium, St. Louis 
County, Mo. Grant $103,800 of $173,- 
000. Construct a building to provide 
housing for 70 student nurses and two 
supervisors, and necessary training 
facilities. 

Montana State Hospital, Warm 
Springs. Grant $55,832 of $111,664 
Construct and equip a dormitory and 
training facilities to accommodate 60 
student nurses. 

The State Hospital at Raleigh, N. C. 
Grant $54,100 of $108,200. Construct 
and equip a three-story masonry and 
concrete addition to the attendants’ 
and nurses’ quarters to house 40 ad- 
ditional Cadet Nurses and provide 
training facilities for a total of 80 
students. 

State of Washington, by and through 
Department of Finance, Budget and 
Business, Fort Steilacoom. Grant 
$70,000 of $140,000. Construct and 
equip a nurses’ home to accommodate 
78 student nurses, at the Western 
State Hospital. 


Venereal Disease Hospital Facilities 


State of Oklahoma, the State Com- 
missioner of Health, Pine Mountain 
Medical Center. Previous federal con- 
tribution $334,501. Increase: $108,950. 
Period of assistance not extended. 

State of Texas, acting through State 
Department of Heaith, El Paso. Pre- 
vious fedéral’ contribution: $125,802. 
Increase: “$61,311. Period of assist- 
ance extended from October 31, 1944 
through June 30; 1945. 

State Department of Health, Salt 
Lake City, Utah. Previous federal 


contribution: $29,852. Increase: $20,- 
620. 
Period of assistance extended from 











— 30, 1944 through June 30 
945. 


’ Health Clinic Facilities 


City of Indianapolis, Ind. Grant 
$74,624 of $129,934. Construct and 
equip a two-story and part basement 
health clinic. 

City of Los Angeles, Cal. Grant 
$130,000 of $200,000. Construct a one- 
story and part basement health center 
and clinic building. 

U. S. Public Health Service, Federal 
Security Agency, South Charleston, 
W. Va. Grant $34,700. Renovate and 
remodel buildings and purchase equip- 
ment for a rapid treatment venereal 
disease center. 





NEW MEMBERS 











INSTITUTIONAL MEMBERS 


ALABAMA 


East Tallassee—Community Hospital. 
Huntsville—Huntsville Hospital. 


FLORIDA 


Vero Beach—Indian River Hospital. 
Winter Haven—Winter Haven Hospital. 


IOWA 
Dexter—Clinic Hospital. 


NEBRASKA 
Holdrege—Brewster Hospital. 


NORTH CAROLINA 
Elizabeth City—Albemarle Hospital. 


TEXAS 
Seminole—Gaines County General Hospital. 


VIRGINIA 
Newport News—Whittaker Memorial Hospital. 


WEST VIRGINIA 
Huntington—Huntington State Hospital. 


CANADA 
Calgary, Alta—Holy Cross Hospital. 


PERSONAL MEMBERS 


Brayton, John S., pres. bd. tr., Union Hospi- 
tal in Fall River, Fall River, Mass. 

reth, Victor H., M.D., ex. OPD., 
Harlem Hospital, New York, N. 

Brewster, Priscilla M., pres. woman’s guild, 
Church Home and Hospital, Baltimore, Md. 

Innocent, Sister M., supt., Mercy Hospital, 
Pittsburgh, Pa 
_Jackson, George M., bus. mgr., Union Hos- 
pital in Fall River, Fall River, Mass. 
Keheley, Lewis “_" — agt., St. Luke’s 
Hospital, New York, N. 

Kneifl, M. R., ex. sec., Y catholic Hospital As- 
sociation, St. Louis, Mo. 
Margaret, Sister, bus. 
Hospital, Detroit, Mich. 

Miller, Richard E. C., M.D., med. dir., Texada 
Clinic, Alexandria, La. 

achs, oses, asst. to ex. dir., Home and 
Hospital of the Daughters of Jacob, New York, 


_ Phys. 


admin., Providence 


‘Walsh, Kathryn S., dir. volunteer serv., Wes- 
ley Memorial Hospital, Chicago, 

Weisberger, Emanuel, supt., Cedars of Leba- 
non Hospital, Los Angeles, Calif. 

Worsley, oe S., supt., Albemarle Hospital, 
Elizabeth City, N . Car, 





ror 


Honored by Church 


William F. Montavon, director of 
the legal department of the Na- 
tional Catholic Welfare Confer- 
ence, Washington, has been award- 
ed The Knights Commander of the 
Order of St. Gregory the Great, 
conferred by Pope Pius XII. 
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‘“*FOREST CITY’? 


Third most densely populated metropolitan district in- the U. S. 

.. «among the nation’s most important war-production areas, 

Cleveland is famed as a cultural center... originated the 

‘Community Chest’’ plan for financing worthy institutions and 

142 Shee projects. Pictured is the city’s Public Square and Terminal 
\i : Wi . Tower, tallest U.S. skyscraper outside Manhattan. 
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AMONG CLEVELAND 
HOSPITALS USING 
TABLECRAFT 


Cleveland Hospitals, Too, Prefer 


TABLECKAFT 


(ROSEMARY-BASCO) 
CLOTHS - NAPKINS «- TRAY COVERS 


Evangelical Deaconess 
Fairview Park 
Huron Road 


Lakewood 
From hospitals all over the country come reports that 
TABLECRAFT combines attractive appearance with the 
economy of exceptional serviceability. 

Permanently finished by the exclusive Basco process, 
TABLECRAFT stoutly endures punishment that would bring 
an inferior cloth to unconditional surrender . . . remains 
lintless and appealing. 

Made right in America, TABLECRAFT is recommended 
by and distributed through leading Hospital and Linen 
Supply Houses everywhere. 


Lutheran 
Mount Sinai 
St. Alexis 
St. John’s 
St. Luke’s 
University 


Woman’s 
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A Division of Simmons Company 
“Reg. U.S. Pat. Off. 40 Worth Street—New York 13, N. Y. 
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Plan to Avert Hardships of 


ORDER TO FREEZE 


HE SO-CALLED civilian produc- 

tion “freeze” as announced re- 
cently in the press is not as drastic 
as it appeared on the surface. 

It is expected that plant operators 
already given “spot authorization” 
approvals will be permitted to con- 
tinue their operation if they are 
not situated in a tight labor supply 
area. As pointed out here in De- 
cember, however, the actual quan- 
tity of civilian production involved 
in the spot authorization program 
is relatively insignificant. 

Gains in war production during 
November ranged from 10 to 20 
per cent over the October totals, 
but the quantities sought by our 
fighting forces require vastly great- 
er gains. So acute is the need for 
increased war production that 
WPB officials state that most of the 
reconversion program must be held 
in abeyance until after victory in 
Europe. 

WPB officials, who previously 
sought inclusion in the proposed 
V-E Day reconversion plans of a 
secondary priority rating band to 
assure materials to producers of es- 
sential civilian goods after the col- 
lapse of Germany, have suggested 
an alternative which is now under 
consideration. 

The new proposal contemplates 
simultaneous issuance of P.R. 26, 
embodying WPB regulations effec- 
tive after the fall of Germany, and 
a “junior directive” providing 
WPB assistance to manufacturers 
in obtaining materials under cer- 
tain circumstances: 

1. Emergency situations endan- 
gering the public health and wel- 
fare, with particular emphasis on 
public services, both private and 
governmental. 


2. When the production of a 
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AMERICAN HOSPITAL ASSOCIATION 
WASHINGTON SERVICE BUREAU 
1705 K Street, N.W., Washington 


specified civilian end product is 
considered vital to the health and 
welfare of the nation. The Office 
of Civilian Requirements has classi- 
fied civilian articles in relation to 
their essentiality to the public 
health and welfare, and the criteria 
used in making those classifications 
would be the basis for determining 
the applicability of the junior di- 
rective. 


3. When lack of materials would 
result in suspension of production 
and subsequent large-scale unem- 
ployment. 

The final draft of P.R. 26 is on 
the desk of J. A. Krug, WPB chair- 
man, at this writing and provides 
for a single MM priority rating 
band to assure WPB assistance only 
to manufacturers whose facilities 
will be engaged in war production 
after the fall of Germany. Top 
WPB executives are thought to be 
sympathetic to the proposal that 
priority assistance also be provided 
to insure continuity of public serv- 
ices, but are opposed to any sug- 
gestion that manufacturers of civil- 
ian end products in general be 
placed on par with war production. 
The matter of distribution of ma- 
terials after VE Day remains a ma- 
jor item of controversy in WPB. 


SURPLUS 


The administration’s fight to seat 
Robert A. Hurley of Connecticut 
and Edward Hellman Heller, San 
Francisco millionaire Army officer, 
is still being waged. Most Washing- 
ton observers feel that Congress 
will eventually approve the two 
nominations but until some defi- 
nite action takes place there can be 


little understanding of the Surplus 
War Property Act of 1944. 

The third man expected to be 
appointed by the President is 
Iowa’s lame duck Senator, Guy M. 
Gillette, but this action cannot be 
taken until after the new Congress 
convenes. 

Many Washington observers in- 
terpret the three appointments of 
the President as an indication that 
he not only recognizes the need for 
experienced business men on the 
Surplus War Property Board but 
feels that, first of all, the disposal 
of surplus war properties must pre- 
sent an acceptable political front. 


FUEL OIL 


A revised procedure for issuing 
fuel oil “hardship” rations to con- 
sumers in the East Coast and Mid- 
dle West areas was recently an- 
nounced by OPA. While no in- 
crease in regular rations is in- 
volved, once an application is ap- 
proved local War Price and Ra- 
tioning boards will issue a hardship 
ration sufficient to meet the con- 
sumer’s needs for the balance of 
the heating season, rather than just 
a ration sufficient to tide over until 
the next regular coupons become 
good. Conservation of heating oil 
is still of paramount importance, 
and local boards will .continue to 
examine all hardship applications 
on the basis of whether every rea- 
sonable effort has been made to 
conserve oil and correct conditions 
that waste heat. 


TEXTILES 


Despite equipment handicaps 
and manpower shortages the tex- 
tile industry is giving a most cred- 
itable performance during the war 
years. Discouragement of produc- 
tivity has resulted from a combina- 
tion of high labor turnover and 
increased absenteeism, and from 
failure of OPA to rectify inequi- 
table price ceilings. 

Drastic changes to allocate fairly 
the diminishing supply of goods 
began in earnest at the outset of 
1944, and there is every indication 
that strict regimentation of cotton 
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CHARTING SYRINGE 
CONSERVATION 


Of the several steps necessary to make your conservation program 
click, there is one more important than all the others. It is the 
determination of causes responsible for wastage. Only with this 


knowledge can direct, corrective measures be taken. 


To enable you to recognize the factors which cause premature loss 
of hypodermic syringes we offer a Syringe Conservation chart. 
This chart fixes the responsibility for syringe loss where it belongs— 


on carelessness, accident, theft — or on the syringe itself. 


These charts are kept by individual departments and so offer 
another opportunity for savings through inter-departmental com- 
petition. Prizes, such as War Stamps, offered for the best con- 


servation record, serve to make the competition even more effective. 


We also offer for your use additional conservation material —a 
booklet entitled “How to Obtain Maximum Service from Hypo- 
dermic Syringes, Needles and Thermometers”, a poster to make 
hospital staffs conservation-conscious and films for visual syringe 
and needle conservation education. Any, or all, of this material is 


yours for the asking. Why not drop us a line? 


B-D PRODUCTS 


Made for the Profession 


BECTON, DICKINSON & CO., RUTHERFORD, NEW JERSEY 
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goods distribution will continue 
during 1945, barring an early end 
of the war. Most conspicuous in 
this trend was enlargement of M- 
317 and L-99 regulations. 

Changes in the channeling of 
cotton goods under wartime con- 
ditions are by no means ended, and 
important new extensions into the 
field of ordinary civilian goods are 
taking place. The year 1944 saw an 
extraordinary tightening of sup- 
plies of goods for such purposes. 

The entire cotton textile supply 
situation is so bottled up by higher 
ratings and directives that so-called 
“free goods” against which the 
AA-4 rating would be applied just 
do not exist at the present time. 
Military procurements, WPB di- 
rectives and AA-1 and AA-2X rat- 
ings now take up practically all of 
the production of mills. In addi- 
tion, there is a vast wide sheeting, 
sheet and pillow case military pro- 
curement program for January- 
March. It is expected that the pres- 
ent 50 per cent set-aside of finished 
goods will be increased in some 
cloth classifications to as much as 
100 per cent. 

Under amendments to Order M- 
328B important yardages of given 
constructions were ordered set aside 
for such items as children’s wear, 
men’s shorts and shirts, women’s 
house dresses, slips, so that less and 
less of the 29 per cent of produc- 
tion which formerly could have 
been called “free goods” now re- 
mains free of government controls. 

Looking ahead, there is every in- 
dication of a continuing tight sup- 
ply of cotton textiles until the end 
of the war. There have been no 
important military cutbacks affect- 
ing total volume, and requirements 
for essential civilian goods remain 
substantial. After V-E Day, mili- 
tary takings should be reduced in 
some measure, but projected relief 
needs may offset this. There should 
be some loosening of the civilian 
supply situation, and in time a les- 
sening of manpower problems. 
More considerate treatment of tex- 
tile pricing problems by OPA 
would contribute needed incentives 
for producing more goods. 

All factors considered, the out- 
look seems to be for little change in 
production trends other than those 


112 


of a seasonal character, with fur- 
ther. expansion of controls over 
production and distribution and 
concentration on the problem of 
supplying the rising volume of es- 
sential and rated needs to the detri- 
ment of “free goods.” 

Problems of hospitals in secur- 
ing textiles have had the constant 
consideration of the American Hos- 
pital Association Washington Serv- 
ice Bureau. 


PENICILLIN 

Broadening of penicillin appli- 
cation to methods other than in- 
jection into the bloodstream is a 
possibility in the near future as the 
result of research being pressed by 
pharmaceutical and chemical man- 
ufacturers following release of peni- 
cillin for such experimental pur- 
poses several weeks ago by the War 
Production Board. Use of peni- 
cillin in salves, in dressings and 
surgical powders is in prospect 
shortly, while use of penicillin in 
tooth pastes and mouth washes is 
still in the future unless some 
means of “fixing” the penicillin in 
the toothpaste and preventing its 
dissolution is developed. 

Production of penicillin is ex- 
panding rapidly. One company, 
which is already producing more 
than 100,000,000,000 units of peni- 
cillin monthly, has obtained WPB 
authorization to expand facilities 
to permit a step-up in production 
which will bring monthly output 
up to some 120 to 130 billions of 
units of penicillin monthly. 

X-Ray Equipment: WPB recently 
informed the X-Ray Industry Ad- 
visory Committee that present 
quota restrictions on manufacture 
of medical x-ray equipment for 
civilian use cannot be lifted until 
certain components become’ less 
critical. Under Order L-206, a man- 
ufacturer’s shipments of medical x- 
ray equipment for civilian use is 
limited to 75 per cent of his aver- 
age annual shipments during 1937, 
1938 and 1939, figured on the basis 
of dollar value. 

Scales: Order L-10, as amended, 
removes all simplification restric- 
tions on certain types of scales and 
distribution controls on smaller 
scales such as baby weighing, milk 
and dietetic scales. At the same 


time, production controls have 
been amended to permit increase 
or decrease in production of any 
of these as changing conditions 
warrant. The following items, clas- 
sified as class “‘b” under the order, 
are no longer subject to distribu- 
tion controls: Person weighing 
scales for clinical use and baby 
weighing or nursery scales; dietetic 
scales graduated in the metric sys- 
tem for personal use by a person 
whose diet is regulated by a 
licensed physician, and_prescrip- 
tion scales as used by prescription 
druggists. 

Exposure Meter: Electronics en- 
gineers have perfected an electric 
eye “exposure meter” which en- 
ables a single crew of x-ray techni- 
cians to examine the chests of a 
thousand persons a day for signs of 
tuberculosis—twice the number pre- 
viously possible. 

Lamps: L-33, as amended, per- 
mits portable lamp manufacturers 
to use iron and steel for any lamp 
part in making lamps for preferred 
orders under L-33 and for civilians 
as authorized under Priorities Reg- 
ulation 25, 


FOOD 


Most foodstuffs have been placed 
back on the rationed list as sud- 
denly decided by the Office of Price 
Administration and as embodied in 
amendment 87 to General Ration 
Order 5, effective January 1. 

Hospitals will still be permitted 
supplementary allotments under 
Section 11.6 of General Ration Or- 
der 5 to meet the dietary needs of 
patients. 

Amendment 87 provides: (1) An 
increase in meats, fats and oil allot- 
ments to hospitals from 50 to 80 
per cent of the base period. (2) A 
decrease of 15 per cent in sugai 
allotments; in hospitals which do 
their own baking, a decrease of 10 
per cent. (3) That the hospital take 
a point inventory as of December 
31 based upon new point chart 
No. 21 effective December 31, and 
report the inventory to the local 
board on OPA form R-315. Ration 
book balances as well as undepos- 
ited ration certificates should also 
be reported. ‘Total point assets o! 
the hospital should have been filed 
on or before January 7, 1945, as 
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OXYGEN THERAPY EQUIPMENT 








answers your most exacting heguihements 


WO important factors are always con- 
sidered by the Heidbrink Technical 
Staff in designing Heidbrink equipment — 
first, the present-day requirements of the 
medical profession, and second, the welfare 
of the patient. 
You'll find both of these answered in 


Heidbrink oxygen therapy apparatus. This 
equipment is modern in design, unexcelled 
for dependability, with safety, efficiency and 
economy in performance. 

Write for complete descriptive literature 
on any or all Heidbrink Oxygen Therapy 
Apparatus. 


© HEIDBRINK OXYGEN TENTS f 


These tents have many features which meet 
the needs of the most exacting therapist and 
yet provide maximum comfort for the patient. 
Ample circulation of oxygen is assured and 
a wide range of temperatures is available. 
All duties incident to the operation of Heid- 
brink tents can be performed by one person. 


e HEIDBRINK OROPHARYNGEAL CATHETER OUTFITS 


In the treatment of respiratory diseases and 
for post operative ventilation, an oropha- 
ryngeal catheter unit is a highly efficient out- 
fit, simple in technique and readily portable. 


e B-L-B OXYGEN THERAPY UNIT 


With this unit oxygen concentration can be 
varied at will and concentrations as high as 
100% pure oxygen be obtained. Operation 
is efficient, simple and economical. Two 
types of masks, light weight and comfort- 
able—the nasal and the oronasal—in two 
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THE OHIO CHEMICAL & MFG. CO. 


GENERAL SALES OFFICE: 745 HANNA BUILDING 
CLEVELAND 15, OHIO 
Sales Offices in Principal Cities 
In Canada: Oxygen Company of Canada, iimited, Montreal and Toronto 


sizes are available. 








THE OHIO CHEMICAL & MFG. CO. « Cleveland 15, Ohio 
Please send information on: 
O Heidbrink Oxygen Tents 
OHeidbrink Oropharyngeal Catheter Outfits 
OB-L-B Oxygen Therapy Units 
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indicated in the latest Washington 
Service Bureau Bulletin. Where 
several institutions purchase as one 
(multiple operation) the report 


may be filed January 14, 1945. (4) 


Hospitals may not use more than 
their January-February 1945 allot- 
ment during that period. However, 
it is hoped that hospitals will be 
excepted under amendment 88 


from the 15.6 provision of amend- 
ment 87 which requires all other 
institutional users to consume all 
inventories of foodstuffs before new 
purchases may be made. 

In order to offset possible ill ef- 
fects of amendment 87, hospitals 
are advised to apply for supple- 
mental allotments at the same time 
they apply for their regular allot- 
ment for the January-February 
period. 

This is permissible under a direc- 
tive order sent to OPA regional 
boards during November. Form 
R-315, is used for this purpose and 
the automatic supplemental allot- 
ment granted will be based upon 
proved historical needs. It is en- 
tirely possible that this information 
may not have reached the local 
level. If so, we would suggest that 
the local board be asked to check 
with the OPA regional board. 

The WFA recently reorganized 
_several of its departments to pro- 
vide a more effective internal struc- 
ture in carrying out its wartime 
functions. The changes, which were 
to become effective January 1, are 
in part as follows: 

1. The Office of Distribution 
and the Office of Production are 
abolished and three new offices are 
established, each headed by a di- 
rector—the Office of Basic Com- 
modities, the Office of Marketing 
Service and the Office of Supply. 

2. To the new Office of Market- 
ing Service, probably to be headed 
by Lee Marshall, are transferred 
the functions, funds, personnel and 
property of the Office of Distribu- 
tion relating to, among other 
things, maximum price and ration- 
ing regulations; work of the Civil- 
ian Food Requirements Branch; 
activities of the Nutrition Program 
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‘Branch; activities of the Distribu- 


tion Planning Branch and activities 
relating to the formulation, admin- 
istration and encouragement of 
war food order programs. 


3. To the new Office of Supply, 
also expected to be headed by Lee 
Marshall, are transferred the func- 
tions, funds, personnel and _prop- 
erty of the Office of Distribution 
relating to the activities of require- 
ment and allocations control and 
to activities in connection with the 
administration of War Food Orders 
71, 73, 74, 63 and 116. 


The director of supply and the 
director of basic commodities will 
conduct disposal operations with 
respect to food in line with assign- 
ments made to them under the Sur- 
plus War Property Act. 


The amount of cheese available 
for civilians will continue to be 
relatively small, and the quality as 
a rule will be poor. 


There will be as many oranges 
in 1945 as in 1944, and maybe 
more, but about 15 per cent less 
grapefruit as a result of the Florida 
hurricane damage. Bananas will be 









more plentiful once shipping eases. 
Apples are abundant. Apparently 
civilians will have 143.5 pounds of 
fruit, the same as in 1944, despite 
the damage to the citrus fruit crop. 


Meat consumption per capita 
probably will fall to 13514 pounds 
of all meats in 1945 as compared 
with 143 pounds in 1944, but there 
will be shifts in diet as between 
kinds of meat. 


Despite a hoped-for increase of 
fluid milk and cream, approxi- 
mately the same amount will be 
available in 1945 as during 1944. 
The overall supply of ice cream is 
expected to continue far below de- 
mand. 

There will be fewer potatoes in 
the markets next spring, with sup- 
plies for the whole year correspond- 
ingly lower. 

A shortage of lard is in sight for 
1945, but supplies of other cooking 
fats will not be greatly changed. 

The total supply of food avail- 
able to civilians has been and will 
continue to be adequate only be- 
cause Civilians have understood the 
“strategic” importance of food. 


McGILL SUMMARY ON COMMODITIES: 


Sees 1945 Costs Up Slightly 


URCHASING AGENTS, when arrang- 
Ping a budget for 1945, should 
plan on expenditures fully as great 
as in 1944. Most major items in- 
volved, other than fuels, are rep- 
resented by finished goods. In this 
field the trend of producing costs 
is definitely on the increase under 
the leadership of higher wage rates. 
Even after warfare in Europe is 
over and production facilities re- 
turn once more to peacetime opera- 
tions, the element of time will be 
involved in realigning supply with 
demand. Our position is that the 
safest procedure is to allow for a 
5% increase in commodity expen- 
ditures in 1945 as compared with 
the year 1944. 











H. N. McGILL 


EDITOR, McGILL COMMODITY 
SERVICE, INC., AUBURNDALE, MASS. 


Destructive criticism will not 
solve our economic problems. We 
know that controls have been nec- 
essary under the stress of warfare, 
first to protect the war program; 
second to maintain equitable dis- 
tribution, and third, to prevent un- 
due price oscillations and avoid 
the evil of inflation. A lot of credit 
is due the ingenuity employed dur- 
ing the time that. unprecedented 
production goals were being chalked 
up, but we do not believe the post- 
war planning pattern is sound. Too 
much wishful thinking is involved. 
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28 OUNCE 
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quantity daily re- 
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container for 
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the big AM ot SUNFILLED 


Pure, concentrated 


ORANGE and GRAPEFRUIT JUICES 




























/, ‘AM the big 128 ounce Sunfilled container ca- 
pable of providing 256 4-ounce servings of deli- 
cious, healthful juice, comparable in flavor, body, 
nutritive values and vitamin C content to freshly 
squeezed juice of high quality fruit. 


/, ‘AM free from adulterants, preservatives or for- 
lifiers ... and am especially valuable in post-opera- 
tive and infant feeding, because my indigestible 
peel oil content has been scientifically reduced to 
but .001%. 


/, ‘AM able to offer outstanding economies in 
time, labor and cost-per-serving. A single attend- 
ant can prepare any desired quantity and return me 
to the refrigerator where an unused balance will 
keep for weeks if no moisture or water is added. 


/AM the answer to your personnel shortage 
problem. No bulky fresh fruit crates to handle. No 
inspection, cutting and reaming of fruit. No refuse 
to dispose of. You simply add water as directed and 
serve. 


ORDER TODAY. and request price list on other time and 
money-saving Sunfilled quality products. 


CITRUS CONCENTRATES, INC. 


Dunedin, Florida 
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|. Easily threaded. 2. Stitches remove 
cleanly. 3. Cut ends remain soft. 4. Finer 
sizes can be used, because of its strength. 
5. Will not kink or snarl. 6. Knots are tied 
easily and do not slip. 
7. Can be resterilized. 
8. Orders for silk are 
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Let us briefly review one of the 
main issues. Plans call for increased 
wage rates; in fact, the trend is now 
definitely upward under leadership 
of the steel industry. Increases will 
spread to textiles, meat packing, 
rubber, mining, and down through 
the list. Initial increases are mod- 
erate but automatically pave the 
way for more substantial ones in 
the German postwar era. The truth 
is that wage rates already have in- 
creased in a forceful manner, and 
this is well illustrated by noting a 
few statistics: 


Average hourly earnings in in- 
dustry at the beginning of 1940 
were around 66c. By the end of 
that year they had jumped to 68.3c. 
Hourly earnings at the end of 1941 
were 78.7c. In 1942 the level at the 
end of the year was go.7c. By Decem- 
ber 1943 average hourly earnings 
were gg.5c. This year the latest 
figure—September—was $1.031 per 
hour. It is a foregone conclusion 
that the trend is on the eve of an- 
other marked increase. Current 
average hourly wage rates stand 
56% above the level in effect four 
years ago. 

Plans also call for price stability, 
and 1942 levels are commonly used 
as a base. Needless to say, profit 
margins have been squeezed ap- 
preciably over the past two years, 
which in turn has in some instances 
impaired the volume of produc- 
tion. We stress the point that inas- 
much as wage rates are on the up- 
ward march, producing costs are 
also on the up trend, and this can 
mean no other than higher prices 
for finished products. 


Plans also call for full employ- 
ment after demobilization of our 
war plants and armed forces. Na- 
tional income will be subject to a 
contraction, probably beginning in 
1945. This is quite apparent be- 
cause a slump in the output of war 
goods will outstrip by an extensive 
margin the initial spurt in produc- 
tion of peacetime goods. We have 
often emphasized the point that in 
order to have good business we 
must have full employment, and 
we do not witness full employment 
unless there is an incentive to make 
money. Managed economy and 
political economy do not mix, and 
it is imperative to get our feet back 
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MONTHLY INDICES FOR HOSPITALS 


Dec. Dec. Dec. 
1936 1937 1938 


ALL COMMODITIES‘... 80.3 73.0 68.6 


co | REINO co See 77.5 75.3 71.4 
Agricultural?.....................-- 79.9 63.2 57.1 
jiveshopkt 3.07 oe: 85.4 72.7 71.4 
Food Index?....................... $5.5 79.8 73.1 
Factory Employment2........ —_ 
Factory Payrolls?_...-........ —_— —— ol 
Cost of Living2.................. 99.8 103.0 100.2 


1McGill Index *Estimated 


2Bureau of Labor Index 


Dec. Dec. Dec. Dec. 
1939 1940 1941 1942 1943 1944 1944 


107.0 117.4 141.1 164.5 169.4 154.0° 153.: 
113.4 134.1 195.1 287.9 328.3 309.3° 309.0" 


+Latest weekly figure 


Dec. - Nov. De. 


12.6 14.4 89.7 99.7 103.4 107.1 106.:t 


80.6 80.3 90.8 94.5 97.9 101.3 101. 
65.9 63.7 83.3 93.4 101.8 103.4 104. 
SO: 70:4 971 1229 1190 1279 123. 
11.9 73.5 90.5 104.3 105.6 104.7° 105.: 


ee me 


99.6 100.7 110.5 120.4 124.4 126.6% 126.4* 





on the ground to cope with recon- 
version which will be a most diffi- 
cult era. Briefly, reconversion can 
be bridged without too difficult re- 
percussions if some regard. is given 
to the existence of economic forces. 
On the other hand, reconversion 
can prove to be a nasty mess if the 
ideas of permitting wage rates to 
increase and at the same time hold- 
ing commodity prices at low levels 
prevail. Postwar plans, as these now 
exist, leave a lot to be desired. 


Commodity Prices—Plans already 
completed recommend control over com- 
modity cartels, controls over installment 
buying, and controls over the production 
of materials as well as the price structure. 
The time is not far distant when there 
will be a material easing in the supply-to- 
demand ratio of basic raw materials, and 
in this field we do not contemplate any 
price change of marked magnitude or in- 
tensity. The great danger lies in a short- 
age of finished goods which have been out 
of production in many cases for several 
years. Existing reserves are at the irre- 
ducible minimum. We are a bit con- 
cerned over the fact that inflation is now 
being experienced in a few European 
countries as well as in China. 


In the United States the amount of 
money in circulation has jumped from 
$6,320,000,000 in 1938 to the latest figure 
of $23,794,000,000, representing an_ in- 
crease of no less than 276%. Our experi- 
ence has been that controls work quite 
efficiently under the stress of a national 
emergency, but once the emergency is out 
the window there is less cooperative effort 
and controls are gradually broken down. 
It will require probably two years to re- 
convert our industrial machinery to peace- 
time production, and in the interim there 
will be a constant shortage of the more 
important finished goods. As far as basic 
raw materials are concerned, there are 
serious changes directly ahead, and the 
most practical procedure is to limit inven- 
tories to actual near-term needs. 





Drugs and Chemicals—There is no 
price inflation to be squeezed out, but 
production schedules are heavy and stocks 
have accumulated in government hands. 
After the capitulation of Germany the 
amount of drugs and chemicals needed 
to carry on warfare with Japan will be 
on a materially lower scale. The price 
structure of drugs and chemicals will be 
subject to moderate price irregularity in 
the new year. 


Paper Products—Prolongation of hos- 
tilities in Europe has tended to accelerate 
the government demand for paper both 
in Europe and the Pacific. This demand 
is so great that there are ever-diminishing 
supplies for normal consuming channels. 
The need for pulp is mounting in the 
explosive field and shipping abroad re- 
quires specialized packaging. It is impor- 
tant to note that raw material costs have 
increased in far greater proportion since 
1939 than the price level of finished paper. 
Something must be done in the course of 
the next year to broaden the margin be- 
tween raw material costs and selling prices. 
It would appear that price ceilings will 
be subject to at least a moderate revision 
upward. Present controls, regulations and 
conservation measures will remain in force 
for an indefinite period. 


Cotton Goods — Production “of both 
yarns and finished goods is lagging far 
behind the needs of the nation. Cotton 
consumption month after month has fallen 
behind year-earlier figures. This has been 
the case for 19 consecutive months. This 
unfortunate decline is naturally laid at 
the door of manpower shortage. The truth 
is that output has been discouraged to 
an appreciable degree by the failure to fix 
prices at levels that permit a favorable 
profit margin. The outlook for the first 
quarter of 1945 is extremely discouraging. 
Visible stocks in all channels from job- 
bers, retailers, converters, processors, and 
cutters are, for all practical purposes, at 
the irreducible minimum; yet lurking in 
the background is a huge accumulative 
demand. 

Bituminous Coal— Consumption has 
shown some disposition to decline, and 
the total of both anthracite and bitumi- 
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for PRIVATE, SEMI-PRIVATE and WARD ROOMS 


This Hill-Rom Grouping 
Combines Neatness, Sim- 
plicity and Economy... 


This No. 750 Suite includes a No. 750 
bed, equipped. with National fabric 
Gatch spring, (2 crank type, 6’ 6” 
long) and 3” ball bearing casters; 
No. 750!/2 Bedside Stand with one 
drawer and one shelf, and noiseless 
glides; No. 14 Vanity Overbed Table, 
with adjustable mirror and reading 
table; No. 750 Dresser, with 26” x 20” 
mirror; No. 750 Straight Chair and 
No. 750 Arm Chair. 


Neatness of lines and simplicity of 
design combined with Hill-Rom 
standard workmanship and finish, 
) make this a very practical and satis- 
' factory grouping for private, semi- 
private and ward rooms. 








HILL-ROM COMPANY, INC. 


Full color reproductions of this and other Hill-Rom groupings, together with complete 


























Batesville, Indiana description of all items, will. be sent on request. Ask for our Wartime Catalog No. 43. 
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nous consumed in industry both in the 
United States and Canada in October 
was down to 41,136,000 tons, according to 
the N.A.P.A. monthly report. This com- 
pares with 42,879,000 tons consumed in 
October 1943. Part of that decline is at- 
tributable to a contraction in industrial 
activity and to cancellation of government 
contracts. In some quarters there is con- 
cern over the fact that stocks on hand 
in industries have been built up to only 
71,245,000 tons as of November 1, com- 
pared with 75,797,000 a year ago. The 
demand for solid fuels will not reach the 
peaks this winter that were noted last 
winter. There is no alternative to main- 
taining adequate protective reserves. 


Fuel Oil—Today storage facilities are 
full, but now there is a rumor of another 
emergency transportation situation. Stocks 
of light fuel oils, gasoline and kerosene on 
the Atlantic Seaboard will be drawn down 
at a rate of 240,000 barrels a day. For the 
month of December stocks were expected 
to drop about 7,200,000 barrels. Residual 
oil supplies, however, will not be drawn 
down to any important extent. The point 
to keep in mind is that in 1943 there was 
a shortage of supplies. Now supplies are 
available in fairly heavy volume, but there 
is a serious lack of transporation facilities. 
Whereas stocks have dropped in Decem- 
ber, this does not necessarily mean any 
critical shortage over the late winter pe- 





Woven with cotton and “‘VINYON E”’ for greater elasticity! 


“ALOE” Quality Cotton Elastic Bandage 


Provides even, uniform, steadily 
maintained pressure—remains elastic 


Aloe cotton elastic bandages are woven of long staple cotton 
and “Vinyon E”—a vinyl resin yarn—which has been found to 
produce a superior type of elastic bandage because of its natural 
elasticity. These improved elastic bandages will provide even, 
uniform, easily controlled and steadily maintained pressure in all 
conditions where an elastic bandage is indicated. High quality 
feather-edge prevents binding. Special weave permits free move- 


ment, ventilation and circulation. 


Unlike most other elastic 


bandages, Aloe cotton elastic bandages with ‘““VINYON E” do not 
have to be washed daily in order to retain their elasticity. Wash- 
ing need only be done when bandage becomes soiled. Each size 
bandage listed below measures approximately 514 yards when 
stretched and is furnished with two metal clips in cellophane 


wrapped and sealed package. 


Each Per Doz. 


HH5934—Aloe Cotton Elastic Bandage with 


“VINYON E,” 2-inch width........... 


-++..$0.63 $ 6.30 


HH5935—Same, 2)4-inch width............. .76 7.65 


HH5936—Same, 3-inch width 
HH5937—Same, 4-inch width 


Ss. 


ALOE 


-. 85 8.55 
1.12 11.25 


COMPANY 


1831 Olive St. @ St. Louis 3, Mo. 


riod. An increase in transportation facili 

ties should be witnessed by February, thu, 
holding reserves in consuming district; 
at adequate levels. We have constantl: 
stressed the importance of keeping storag« 
facilities filled to capacity. This is the onl, 
logical procedure in view of the critica! 
status of the war manpower shortage anc 
the period of inclement weather direct! 

ahead. 


Gasoline—There have been many ru 
mors to the effect that gasoline supplies 
will be increased for civilian utilization 
Our studies fail to reveal any foundation 
for such a move. In the first place, stocks 
are not abundant, even though reserves 
have been built up to 79,058,000 barrels 
as of late October, compared with 69,092,- 
ooo barrels a year earlier. Only about 50 
per cent is available for civilian use. Right 
now interest is centered on space heating. 


Butter—The government goal for 1945 
is to increase the number of milk cows 
on farms from the 26,112,000 indicated last 
year to 26,347,000. These figures compare 
with a five-year average 1935-39 just prio1 
to the outbreak of warfare of 23,548,000. 
Milk production increased from a prewa1 
five-year average of 103,624,000,000 pounds 
to an estimated 118,200,000,000 pounds this 
year, whereas the goal for next year is a 2 
per cent increase, or 120,000,000,000 pounds. 
The demand for fluid milk and its prod- 
ucts has been so tremendous that certain 
lines of production have been adversely 
affected. In other words, it was normal to 
stimulate the production of dried and 
powdered milk as well as evaporated milk 
for military purposes. The government has 
taken such a large percentage of the out- 
put that a tight supply status exists in 
civilian channels. It is hard to see how an 
improvement can take place during the 
near-term months. 


Cheese — Earlier in the year stocks 
were holding substantially above the previ- 
ous five-year average, but the figure for No- 
vember 1 was down to 164,340,000 pounds, 
which compares with 223,697,000 a year 
earlier, and a five-year November 1 aver- 
age of 173,542,000 pounds for the years 
1939-48. Per capita consumption in 1941 
was up to six pounds which was surpassed 
by 6.3 pounds in 1942. For the last two 
years consumption was down to 5.1, which 
is less than the 5.5 per capita consumption 
noted in the half decade prior to 1939. 
Thus the stage is set for a continuation of 
rationing in 1945, or until such time as 
the government is no longer the principal 
customer and production can again be 
diverted into normal channels. 


Eggs — There is overproduction and 
consequently under the government sup- 
port program the FWA will be forced to 
buy 25,000,000 cases beginning in late De- 
cember and extending into January. This 
is bound to cost a huge sum of money. 
The point is, there is no economic reason 
for curbing production so long as the 
Steagall Law remains in force. Prices are 
now facing a seasonal decline and a hand- 
to-mouth buying program is_ basicall\ 
sound. 
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So Far as Known 


| when steam at any pressure contacts a 
cooler surface it condenses and forms 
moisture and as no one has ever been 
d able to change this elemental property 
of steam it follows that such a condi- 
tion will exist in a sterilizer and that it 
always exists. Therefore when a match 
or other means is used to show that a 
n Diack will melt by dry heat you nat- 
urally want to know what in the name 
of a pickled prune such a demonstra- 
tion has to do with sterilization. If a 
D Diack will not fulfill its mission isn’t it 
possible to prove its lack by a reason 
that will stand up? 
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REASONS for Adopting 


Standardized Forms 


in place of your own specially printed ones 


1 AUTHORITATIVE, many approved 
by AHA and ACS. Cover all de- 
Part Prof i I Service, Ac- 
counting, Administration, etc. 





2 ECONOMICAL, due to our quantity 

production. Additional economy in 

_ purchasing under our Assorted Lot 
Plan. 


3 READY for prompt shipment. 
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FORMS CLASSIFIED BY SUBJECTS ... 
feature that will be very helpful to you. 


BUY WAR BONDS * * * 


WE HAVE A 
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FOR EVERY HOSPITAL 


an added new 






PHYSICIANS’ RECORD CO. 


The Largest Publishers of 
| Hospital and Medical Records 


161 W. Harrison St. Chicago 5, Illinois 1-1-45 
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MADE TO 
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Top Them All in 
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Training School 
Outfits 


Individually Tailored 
to Your 
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Send for Samples 
and Prices 
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of SERATURE 
WOUND CLIP 


Guperioiily 


IDENTIFYING “spurs”: After primary inser- 
tion, compression of spurs permit further 

A adjustment for pressure and position to 
insure a more accurate wound closure. Only 
a single forceps is required to painlessly and 
quickly remove the clip with minimum tissue 
damage. 


DOUBLY REINFORCED: The twofold reinforce- 
ment of the clip provides greater bending 
strength and dependable security in situ. 


INTEGRAL REINFORCEMENT: Effects bend at oi 
exact center of clip thus insuring accurate 
alignment of teeth. When removal is made 

by simple compression of spurs, clips remain 

intact for repeated use, 





SERATURE WOUND CLIPS 
made of finest 18% 


non-corrosive nickel 


Your dealer can supply you 


PROPPER “ni 
MANUFACTURING CO. EEE 


10-34 44th Drive .. bee i < 1000, 
Long Island City 1, N. Y. a: 


Personal News 


Dr. WILLIAM T. CLarK, superintendent 
of Edward J. Meyer Hospital, Buffalo, 
N. Y., since November 1941, has resigned. 


Dr. F. L. Peppicorp has been named 
acting superintendent of Central State 
Hospital, Lakeland, Ky., to succeed Dr. 
IsHAM KIMBELL. 


Dr. T. Dwicut SLOAN, who has resigned 
as superintendent of Flagler Hospital, St. 
Augustine, Fla., has been replaced by Dr. 
EUGENE ELper, former superintendent of 
Baroness Erlanger Hospital, Chattanooga, 
Tenn. 


Mrs. Etsa RApway, formerly of Ravens- 
wood Hospital, Chicago, has succeeded 
AMANDA BRANDT as superintendent of 
Belding (Mich.) Hospital. 


Epwarp §S. GRANEY, business officer of 
Binghamton (N. Y.) State Hospital, has 
resigned after 51 years’ service. 


MARjoRIE F. CLARKE, formerly of Cush- 
ing General Military Hospital, Framing- 
ham, Mass., has been appointed nurse 
anesthetist at Wesson Memorial Hospital, 
Springfield, Mass. She has been in the 
Army Nurse Corps for the last three years 
and spent a year in the Southwest Pacific 
area. 


MARION E. GRIDLEY, public relations di- 
rector at Children’s Memorial Hospital, 
Chicago, has resigned to become publicity 
secretary for the Chicago YWCA. 


Dr. PAUL W. BUTTERFIELD, former asso- 
ciate professor of pathology at the Uni- 
versity of Vermont Medical School, Bur- 
lington, has been named pathologist at 
Washington County Hospital, Hagers- 
town, Md. 


LypIA HIRSCHFIELD, superintendent of 
Wyoming General Hospital, Rock Springs, 
for the last five years, has resigned. 


HELFN WASHBURN has assumed her du- 
ties as occupational therapist at Newton 
Hospital, Newton Lower Falls, Mass. She 
was associated formerly with Reconstruc- 
tion Hospital, New York City. 

KATHERINE HALL, superintendent of 
Wentworth Hospital, Dover, N. H., has 
resigned. 


CARIN PEDERSON, superintendent of 
nurses at Portsmouth (N. H.) Hospital, 
has accepted a position as chief nurse 
anesthetist at Lynn (Mass.) Hospital. She 
has been replaced by CHARLOTTE BATCHEL- 
DER, who has been a supervisor at Ports- 
mouth Hospital for several years. 
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Dr. A. P. MERRILL, medical director of 
St. Luke’s Hospital, 
Chicago, since 1942, 
has been named su- 
perintendent of the 
Home for Incura- 
bles, New York 
City, as of January 
1. He succeeds the 
late Dr. Moopy W. 
ARNOLD. Dr. Merrill 
became associated 
with St. Luke’s in 
1940 as assistant superintendent. 


Uzzie Puituies has resigned as adminis- 
trator of South County Hospital, Wake- 
field, R. I. He has been succeeded by Mrs. 
RuTH BAKER KUPFER, superintendent of 
nurses. MorNA M. NAGLE was appointed 
assistant administrator. 


PAUL J. SPENCER, assistant to the super- 
intendent at Butler Hospital, Providence, 
R. I., for the last five years, became assist- 
ant director of Salem (Mass.) Hospital 
December 1. 


Kart H. York, assistant administrator 
of Columbia Hospital, Milwaukee, since 
March 1941, has been named administra- 
tor of Arlington (Va.) Hospital. 


Janet E. PTotemMy, night supervisor at 
Ellis Hospital, Schenectady, N. Y., has re- 
signed to become superintendent of Sharon 
(Conn.) Hospital. She has been succeeded 
by Mrs. RUTH INGALLS 


Mrs IRENE E. OLIveR, former superin- 
tendent of Weymouth Hospital, South 
Weymouth, Mass., has been named super- 
intendent of Tompkins County Memorial 
Hospital, Ithaca, N. Y. She succeeds Mrs. 
HELEN B. Ross, who became superintend- 
ent of St. Luke’s Hospital, Boise, Ida. 


Otto F. KELLER has resigned as adminis- 
trator of Dodge County Hospital, Fremont, 
Neb., to become minister to the Zion Luth- 
eran Congregation of the American Luth- 
eran Church, Newberg, Ore. 


“E. D. WitHaM has succeeded WALTER J. 
BAILEY as superintendent of Jewish Hos- 
pital, Louisville, Ky. 


Capt. WILLIAM M. MORELAND is sta- 
tioned “somewhere in France” with the 
grd regiment, E.C.A.D. 


Leora Simpson, director of the Okla- 
homa Baptist Hospital school of nursing, 
Muskogee, has been appointed to the 
State Board of Nurse Examiners by Gov. 
Robert S. Kerr. 


AucusTA E. ABEL retired as superinten« - 
ent of Lutheran Hospital, Brooklyn, N.\., 
December 31. She has been associated wit 1 
the hospital since 1918. 


A. C. Larson, manager of the Paradise 
Valley Sanitarium and Hospital, National 
City, Calif., for the last 10 years, has re- 
signed to become manager of Florida Sani- 
tarium and Hospital, Orlando. He will be 
succeeded by M. C. LysINGE. 


SIsTER AGNES of the Sacred Heart, of the 
Sisters of Providence, has been named ad- 
ministrator of Sacred Heart Hospital, Spo- 
kane. She succeeds SIsTER HENRIETTA, who 
has been appointed superintendent of 
Columbus Hospital, Great Falls, Mont. 


Mrs. HAZEL Morton SMITH, former su- 
perintendent of Skiff Memorial Hospital, 
Newton, Ia., has been named superintend- 
ent of Warren (Pa.) General Hospital. 


Tuomas K. JOHNsTON has resigned as 
superintendent of Dallas_(Texas) Medical 
and Surgical Clinic. He will be succeeded 
by Mrs. H. BEARD. 


SIstER M. BERNADETTE, superintendent 
of St. Mary’s Hospital, Green Bay, Wis., 
has been replaced by Sister St. PATRIcta. 


Mary Mottey has replaced A. H. Rerp 
as acting superintendent of Payette (Ida- 
ho) General Hospital. 


MABEL HANSON has been named super- 
visor of Forest City (Iowa) Municipal Hos- 
pital. The hospital formerly was Irish 
Hospital and was owned by Dr. T. J. 
IrIsH, who is now in the armed forces. 
Miss Hanson has been serving as a Red 
Cross nurse in Honolulu. 


AMELIA Ditt has resigned as superin- 
tendent of Big Rapids (Mich.) Commun- 
ity Hospital. She has been succeeded by 
ELINOR WARING. 


VioLA LonG has been named superin- 
endent of Paxton (IIl.) Community Hos- 
pital to succeed ETHEL SELLARS. 


Deaths 


Dr. WILLIAM O. RICKFoRT, who prac- 
ticed in Chicago for 42 years, died De- 
cember 13. He was one of the founders of 
Evangelical Hospital, Chicago. Dr. Rick- 
fort, who was 69 years old, was buried in 
Lake Mills, Wis., his birthplace. 


HOSPITAi.S 












ALL 3 AGREE ON CPP 
















HASING AGENTS SAY: 
iu PURITY, MILDNESS AND 
ECONOMY...NO OTHER SOAP | 

Is BETTER SUITED TO _ 


HOSPITAL USE THAN | 
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NURSES SAY: REMEMBER, 
CASHMERE BOUQUET IS A 
BIG FAVORITE IN PRIVATE ‘& 
PAVILIONS. WOMEN LIKE THE We 
DELICATE PERFUME OF THIS 
HARD-MILLED LUXURY SOAP! 











SUPERINTENDENTS SAY: 
EVERYBODY LIKES PALMOLIVE! 
IT MEETS THE HIGHEST HOSPITAL 
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FAVORITE WITH PATIENTS 
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to win the war are 
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She Bacon Library 


An Authoritative Analysis of 
CREDIT PRINCIPLES 


CREDIT AND COLLECTION PRINCIPLES AND 
Practice. Albert F. Chapin; fourth edi- 
tion. New York, McGraw-Hill, 1941; 
$4.50. 


HE LIBRARY thought it wise to 
Tia to its collection an authori- 
tative text on the fundamentals of 
credit and collection and this par- 
ticular one, whose author is Asso- 
ciate Professor of Finance at New 
York University, was chosen. It was 
first published in 1929 and a series 
of subsequent revisions has kept it 
up to date as economic conditions 
and business practices have changed. 

The book is divided into three 
parts—The Fundamentals of Credit, 
Credit Investigations and Analysis, 
and the Protection and Redemp- 
tion of Credit—the three logical 
subdivisions. From the inquiries 
that have been received in the 
Library the collection problem 
seems to be of considerable interest 
to hospital people. There are two 
chapters devoted to collection tools 
with a considerable number of sam- 
ple collection letters. The follow- 
ing chapter is a discussion of the 
legal aids available to the creditor. 

Although it is the policy of hos- 
pitals to check the ability of pa- 
tients to pay whenever possible, the 
emergency nature of many illnesses 
necessitates admissions without re- 
gard for the credit risk. 

For credit officers without formal 


. . . . ca 
training in economics and finance 


the general discussion of the func- 
tions of credit is worth reading 
and is not too technical. There are 
excellent references at the end of 
each chapter which can be used for 
further study. 
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From the Pages of 
Other Journals 








Brief notes about interesting articles 
appearing currently in magazines and 
journals outside the hospital field are pub- 
lished in this section. The complete ar- 
ticles may be borrowed from the Bacon 
Library. 


“Pay Patient Plan of Los Angeles 
County General Hospital.” E. T. 
Remmen, M.D. California and West- 
ern Medicine, September, 1944. 


The plan which is outlined in 
this article is noteworthy in that it 
provides for a procedure whereby 
pay patients may be admitted to 
the County hospital. The shortage 
of beds in private hospitals and the 
financial ability of patients to pay 
for care led the Los Angeles County 
Hospital to adopt this plan. 


One particular administrative 
problem arose in connection with 
the medical staff. Members of the 
staff of the hospital had never ac- 
cepted compensation for their serv- 
ices but it was obvious that it would 
be unfair to expect these doctors 
to extend their services to patients 
who were able and willing to pay 
for their care. 


A board committee was appoint- 
ed to study the problem and it was 
recommended to and then accepted 
by the staff that the fees for such 
care be collected by the hospital 
and placed in a special fund to be 
administered jointly by members 
of the two medical schools. Thus 
the fees are not paid to the staff 
physicians rendering the services. 


It was advised that non-members of 
the staff not be permitted to care 
for patients in the hospital because 
of administrative difficulties. 

Illustrations from the fee sched- 
ule follow: General medical care— 
$5 a day, with certain limitations 
by the hospital upon this fee when 
a patient is confined for an un- 
usually long time; operations are 
classified as major and minor with 
four subdivisions in each group 
according to the difficulty of the 
surgery. 

The surgeon dictates to the su- 
gical stenographer his classification 
of the procedure; for example: A 
gall bladder or intestinal anasto- 
mosis would be Major A. The fees 
range from $250 for the “major A” 
classification to $25 for the “minor 
D” procedure. 

It was suggested to the hospital 
management, and the superintend- 
ent, Leroy R. Bruce, agreed that a 
brochure be prepared with the ex- 
planation that the staff members 
are not profiting directly from pay- 
ment for their services but that 
the entire community can be ex- 
pected to derive benefit from a 
carefully supervised program of re- 
search. The rendering of a bill cov- 
ering medical care will have the 
salutary purpose of informing a 
patient that services of value have 
been rendered. It is doubtful that 
legal attempts at collection will be 
made or would be desirable. 

“The Prevention of Tuberculosis 
in Nurses.” Daniels, Marc, M.D., 
D.P.H. Nursing Times, October 14, 
1944. 

The Prophit ‘Tuberculosis Survey 
was begun in 1935 and ended in — 
1943. While not exclusively survey- 
ing nurses, it has provided some 
valuable information from which 
definite recommendations can be 
made concerning the tuberculosis 
risk in nursing. 

A total of 3,764 nurses took part 
in the survey; of these 81 per cent 
were Mantoux positive at their en- 
trance to training. The change from 
negative to positive Mantoux re- 
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IODINE... 


lis Action in Antisepsis 


The germicidal action of Iodine is not lim- 
ited to the vegetative bacilli. It destroys 
certain spore-bearing organisms as well. In 
numerous tests comparing Iodine with 
other antiseptics, the toxicity index of 


Iodine has been found to be low. 


The germicidal value of Iodine has been so 
effectively demonstrated, both clinically 
and in laboratory tests, that Iodine is usu- 
ally a standard against which other anti- 


septics—old or new—are compared. 


The physician may rely upon Iodine in 
pre-operative skin disinfection and in the 


treatment of wounds. 
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actions indicating that infection 
had taken place in the intervening 
period is marked in the group that 
was originally negative. 

At the end of the first year 58-78 
of every one hundred of those nega- 
tive at first examination had be- 
come positive. At the end of the 
second year 79-89 per cent had be- 
come positive, and at the end of 
the third year go-95 per cent. The 
rate of infection was highest in hos- 
pitals with wards of “chronic” 
tuberculosis patients. 

Information obtained from the 
nurses revealed that 7 out of every 
10 acquiring a primary infection 
in the hospital showed no symptoms 
of note. While the foregoing figures 
may be alarming the mortality rate 
is low—only 2 nurses out of 2,500 
having died. 

Justifiable conclusions can be 
made to the effect that early detec- 
tion and prompt treatment are re- 
sponsible for the low death-rate. It 
was found that the case rate was 
two and one half times lower in 
those who were Mantoux positive 
on entry than in those who were 
negative. Thus previous infection 
seems to confer a certain degree of 
immunity. 

The recommendations that can 
be made on the basis of the survey 
include: (1) Reduction of exposure 
by proper segregation of open cases 
and adequate instruction of both 
nurses and patients; (2) Mantoux 
negative nurses should not nurse in 
the tuberculosis wards of general 
hospitals; (3) Mantoux negative 
nurses should be retested every 
three months until positive; (4) 
adequate medical supervision and 
attention should be paid to minor 
symptoms; (5) general level of re- 
sistance should be kept high. 

The final conclusion is that the 
possibility of reducing the tubercu- 
losis risk lies within the scope of 
measures practicable in all hos- 
pitals. 


“Care of the Premature Infant at 
Charity Hospital.” Hazel Pierce, 
R.N., and Wallace Sako, M.D. New 
Orleans Medical and Surgical Jour- 
nal, October, 1944. 

This very detailed discussion of 
the care of prematures takes up the 
problems of the physical set-up, 
equipment, nursing personnel, and 
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SEEK BACK COPIES 
OF “TRANSACTIONS” 


The Library is very anxious to 
complete its file of the Transactions 
of the American Hospit1l Associa- 
tion. To the best of our knowledge 
the first copy was publisheé in 1902 
after the fourth annual meeting 
and thus the series starts with 
that issue. The Bacon Library file 
is complete with the exception of 
the volumes for 1903 and 1905, the 
fifth and seventh annual meetings, 
respectively. 

If anyone has either or bota of 
these Transactions and would be 
willing to give them to the Library, 
the gift would be very much ap- 
preciated by the Association as a 
whole. 











investigation of the home before 
discharge and follow-up care after 
discharge. In the nursery division 
of the maternity section the prema- 
ture unit is a separate one, com- 
pletely isolating the premature 
babies. 

This unit in turn is divided into 
sections, one for uninfected “clean” 
infants who are admitted directly 
from the hospital delivery .rooms. 
The other unit is for isolation pur- 
poses and receives all babies out- 


side the hospital and all prematures 
who become infected while in the 


“clean section.”’ Each section has 
its own scrub room, dressing room, 
utility.and formula room. 

The experience at Charity shows 
that it is more important to have 
less expensive incubators and better 
nursing personnel—even the most 
inexpensive box if it provides heat 
and protection from the environ- 
ment is sufficient. There should be 
a responsible graduate nurse in 
charge at all times. It is the super- 
visor’s responsibility to establish a 
similar routine which is to be car- 
ried out by every one in the nursery 
after having been taught the pro- 
cedures accurately. 


“Take Advantage of Work Sim- 
plification Methods.” Factory Man- 
agement, August, 1944. 

The Lockheed Aircraft Corpora- 
tion has put together a 24 page 
pamphlet called ‘Proposal for Im- 
provement Plan” based on the ap- 
plication of work simplification 
principles. This booklet is given to 
employees to encourage them to 
work out simplified procedures for 


which, if they prove practical an: 
time and money saving, the em: 
ployees are awarded 10 per cent o 
the net savings. 

This is a year round prograi 
which has as its one purpose th: 
work simplification idea. The e1 
tire personnel takes part in the d 
velopment of new ideas and the 
supervisory group is charged wit! 
the job of training and giving hel; 
in the submitting of simplified 
techniques. 

Six prompters to work simplifica- 
tions are: Why is it necessary—what 
is its purpose—where should it be 
done—when should it be done—who 
should do it—how is the best way 
to do it. The gratifying response 
to this program was immediate and 
has kept up since its inauguration 
in October 1942. 

The management was desirous 


’ of maintaining this as a long-range 


program and so it has had no spo- 
radic promotion. Such a system, 
well worked out, is applicable to 
all industries and is of interest to 
those hospitals which are setting up 
personnel programs and intend to 
pursue a definite policy of efficient 
work in all departments. 


“Heating, Ventilating and Air 
Conditioning Hospitals.” Heating, 
Piping and Air Conditioning, No- 
vember, 1944. 

In anticipating the expected ac- 
tivity in postwar hospital construc- 
tion the author discusses some of 
the more important requirements 
of the mechanical equipment and 
services to be provided. The most 
important feature to be considered 
in selecting a type of heating: sys- 
tem is to provide zoning of the 
system and temperature control of 
the heating medium in accordance 
with outdoor conditions. 

Radiant panel heating suggests 
interesting possibilities, but Mr. 
Mench emphasizes the fact that 
window openings occupy a very 
large percentage of outside wall 
surfaces in most modern hospitals. 
The most modern type of construc- 
tion for operating rooms consists 
of double walls with radiation in- 
stalled in the air spaces between. 

Air conditioning is not yet prac- 
tical for the entire hospital. Its use 
will. be confined to the surgical 
units and the recovery rooms for 
patients following surgery. 
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